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“of decided benefit in 
the management of 
the postalcoholic state” 


The effect of oral Tolserol in 50 alcoholic patients* 


|_| No.change condition worse, 
meres | Some but not all symptoms and signs absent within 48 hours. 
MRIS All symptoms and signs absent within 48 hours. 


Number of patients 


*Herman, M., and Effron, A, $.. Quart. J. Stud. Alcohol 12:261 (une) 1951, 


Tablets, 0.5 and 0.55 gram. Bottles of 100. 
Capsules, 0.25 gram. Bottles of 100. 
4 Elixir, 0.1 gram per cc. Pint bottles. 
| Intravenous Solution, 20 mg. per cc. 50 and 300 cc. ampuls. 
Toiserol With Codeine Tablets, 0.5 gram Tolserol and % 
grain codeine sulfate. Bottles of 100. 
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AMERICAN JOURNAL OF PSYCHIATRY 
INFORMATION FOR CONTRIBUTORS 


Manuscripts—The original manuscripts of papers read at the annual meetings of the Associa- 
tion should be deposited with the Secretary during the meetings, or sent to the New York 
office promptly afterward. Do not deposit carbon copies. 


Papers read at the annual meetings become the property of the Association. Not all papers 
read however can be published in the JourNAL, and authors wishing to publish in other 
vehicles will first secure from the Editor the release of their manuscripts. 


Papers will not be accepted for the annual program if they have been previously read at 
other meetings or if they have been already published. 


Papers contributed during the year (not on the annual program) should be sent to the 
Editor, Dr. Clarence B. Farrar, 113 St. Clair Avenue West, Toronto 5, Ontario, Canada. 


Style—Manuscripts should be typewritten, double spaced, on one side of paper. They must 
be prepared in conformity with the general style of the American Journal of Psychiatry. 
Retain a carbon copy of manuscript and duplicates of tables, figures, etc., for use oom 
the originals be lost in the mails. 


Multiple Authorship—The number of names listed as authors should be kept to a minimum, 
others collaborating being shown in a footnote. 


Illustrations—Authors will be asked to meet printer’s costs of reproducing illustrative 
material. Copy for illustrations cannot be accepted unless properly prepared for reproduction. 
Wherever possible, drawings and charts should be made with India ink for photographic 
reproduction as zinc etchings. Photographs for halftone reproduction should be glossy 
prints. Illustrations should be as small as possible without sacrificing important detail. 
Redrawing or preparing illustrations to make them suitable for photographic reproduction 
will be charged to author. 


Author’s Corrections in Proofs—Corrections, additions or deletions made by authors are to be 
charged to them. These alterations are charged on a time basis at the rate of $3.00 per hour. 
Proper editing of original manuscript is important to avoid the expense of correction. 


Tables—Tables should be typed and on separate sheets. Tables are much more expensive to set 
than text material and should be used only where necessary to clarify important points. 
Authors will be asked to defray cost of excessive tabular material. 


References—References should be assembled according to author in a terminal bibliography, 
referred to in text by numbers in parentheses. Bibliographical material should be typed in 
accordance with the following style: 

1. Vander Veer, A. H., and Reese, H. H. Treatment of schizophrenia with insulin shock. 
Am. J. Psychiat., 95: 271, Sept. 1938. 
Abbreviations should conform to the style used in the Quarterly Cumulative Index Medicus. 


The American Journal of Psychiatry, formerly the American Journal of Insanity, the official 
ergan of The American Psychiatric Association, was founded in 1844. It is published monthly, 
the volumes beginning with the July number. 

The subscription rates are $12.00 to the volume: Canadian subscriptions, $12.50; foreign 
subscriptions, $13.00, including postage. Rates to medical students, junior and senior internes, 
residents in training during their first, second, or third training year, and also to graduate students 
in psychology, psychiatric social work, and psychiatric nursing, $5.00 (Canada $5.50). Single 
issues $1.25. 

Copyright 1953 by The American Psychiatric Association. 
Office of Publication, 1601 Edison Highway, Baltimore 13, Md. 


Editorial communications, books for review and exchanges should be addressed to the Editor, 
Dr. Clarence B. Farrar, 113 St. Clair Avenue West, Toronto 5, Ontario, Canada. 

Business communications, remittances and subscriptions should be addressed to The American 
Psychiatric Association, 1601 Edison Highway, Baltimore 13, Md., or to 1270 Avenue of the 
Americas, New York 20, N. Y. 

Entered as second class matter July 31, 1911, at the postoffice at Baltimore, Maryland, under 
the Act of March 3, 1879. Acceptance for mailing at special rate of postage provided for in 
Section 1103, Act of October 3, 1917. Authorized on July 3, 1918. 
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The Prescription for 


sedation 


when pain, anxiety, and restlessness 
aggravate each other. 


Each compressed product contains: 
Phenobarbital .......gr. % 
Acetophenetidin ..... gr. 24 
Aspirin Qf. 


of 100 
*trademark 


BURROUGHS WELLCOME & CO. (U.S.A.) INC, TUCKAHOE 7, ¥. 
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TECHNICALLY ADVANCED 
® 


REITER 
ELECTROSTIMULATORS 


“THE ORIGINAL THERAPEUTIC CEREBRAL STIMULATORS” 
No. 2 or B MACHINE (Model CW47B) 


for non-convulsive stimulative electro therapy 


combined convulsive and stimulative electro therapy — now 
with fully extended convulsive range 


treatment of barbiturate coma and respiratory problems 


greater efficiency of convulsive currents, clinically proven, produc- 
ing a very soft convulsion without epileptic outcry 


e therapeutic effect by means of specific LOW CURRENTS 


© unique design permitting more than 200 hours of constant opera- 
tion without overheating or damage to machine 


respiration is forced and controlled by current stimulation during 
and at the end of seizure 


memory defect, physical thrust, apnea, etc. are avoided 

no tube replacement problem, Reiter tube guaranteed for five years 
special electrodes eliminate use of jelly 

new, clinically proven techniques 

advanced models result from 12 years of coordinated laboratory and 


clinical research 


OTHER THERAPY RANGES 


No. 1 or A Machine (Model CW46L) for electro convulsive therapy 
No. 3 or C Machine (Model RC47B) for prolonged deep coma therapy 


LITERATURE AND A BIBLIOGRAPHY OF MORE 
THAN 75 REFERENCES AVAILABLE ON REQUEST 


REUBEN REITER, Se. D. 


38 WEST 48th STREET, ROOM 606, NEW YORK 19, N.Y. 
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Luminal and Luminal Sodium — time-tested, effective dampers of cortical 
over-activity — control emotional turbulence, restlessness and 
hyperirritability promptly and for prolonged periods. 

FOR ORAL USE: 

. .. LUMINAL SODIUM 


Tablets 16 mg. (%4 grain); 32 mg. (% grain) and 0.1 Gm. (1% grains), 
. . « LUMINAL (Phenobarbital) 
Tablets 16 mg. (% grain); 32 mg. (¥% grain) and 0.1 Gm. (1% grains). 
Elixir (4% grain/teaspoonful), bottles of 354 cc. (12 fl. oz.) 
and 3.785 liters (1 U.S. gallon), 


FOR PARENTERAL USE: 
. .. LUMINAL SODIUM 
Hypodermic tablets of 65 mg. (1 grain), bottles of 50 and 500, 
for subcutaneous or intramuscular injection; Powder, ampuls 
of 0.13 Gm. and 0.32 Gm. (2 grains and 5 grains), for subcutaneous, 
intramuscular and (exceptionally) intravenous injection; 
Solution in propylene glycol, ampuls of 2 cc. (0.32 Gm.,5 grains), 
Ampins — sterile, disposable injection units of 2 cc. (5 grains) 
and 10 cc. vials (214 grains/cc.), for intramuscular injection only. 


THE PIONEER BRAND OF PHENOBARBITAL SODIUM 
BACKED BY MORE THAN 30 YEARS OF EXPERIENCE 
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CASE HISTORY -— Before installing Chamberlin 
Detention Screens, the management of a large Mid- 
west hospital could not replace broken glass panes 
fast enough to keep up with breakage. Chamberlin 
Detention Screens stopped glass breakage completely, 


paid for themselves in a few years. 


Cut high maintenance costs with 
Chamberlin Security Screens 


You reduce glass breakage. Inside 
installation of Chamberlin Security 
Screens reduces window glass breakage, 
cost of glass replacement, patient injury 
(see above). 


You reduce insect screen costs. 
Close-woven, high-tensile-strength wire 
makes additional insect screens unnec- 
essary, withstands usual abuse. Admits 
plenty of light and air. 


You reduce sash repair and paint 
costs. Chamberlin Security Screens in- 
stalled at recommended distance from 
window prevent patients from mutilat- 
ing window frames, sash, hardware, 
and paint, 


You reduce grounds maintenance 
costs. Chamberlin Security Screens 
prevent patient from throwing litter 
out of window, prevent outsiders from 
passing in forbidden objects. 


You'll find from experience, as other 
hospital administrators have, that these 
savings more than offset the original 
cost of the screens. Yet they're only a 
few of many savings and services out- 
lined at right. 

Let our Hospital Advisory Service 
help you trim maintenance costs by 
recommending the type of Chamberlin 
Security Screens best suited to your 
needs. Write for information today. 


The right screen at the right cost to fit your patients’ needs 


Detention Type Protection Type 


Chamberlin Detention 
Screens provide maxi- 
mum detention and pro- 
tection. Their heavy steel 
frames wired with high- 
tensile-strength wire 
cloth suspended by con- 
ceaied springs to absorb 
shock, reduce injury to 
both patient and screen. 
Chamberlin Protection 
and Safety Screens pro- 
vide suitable and eco- 
nomical protection for 
non-violent patients. 


Safety Type 


QUICK NOTES 


on savings and services 
provided by 
Chamberlin Security Screens 


In the last fourteen years, over 
80,000 Chamberlin Security Screens 
have provided these and additional 
savings and services to hundreds of 
hospitals in almost every state of 
the U.S. and in numerous forcign 
countries, 


Chamberlin Security Screens re- 
duce maintenance time, effect 
material savings: Replace heavy 
bars and guards. Replace insect 
screens. Stop glass breakage and 
damage to window frames and sash. 
Reduce painting requirements. Re- 
duce grounds maintenance work by 
keeping litter in rooms. 


They reduce cost of medical care 
for physical injury: Prevent self- 
damage and attacks on attendants 
with broken glass. Prevent cold- 
inducing drafts. Prevent suicide 
attempts by hanging from window 
muntins, grilles, bars. Prevent 
receipt of dangerous pass-in objects. 


They provide more cheerful at- 
mosphere. Supplant depressing 
jail-like bars and grilles. Make room 
interior more homelike; keep build- 
ing’s exterior uncluttered. Admit 
ample light and summer air. 


Chamberlin Security Screens sup- 
plement supervision. Special Cham- 
berlin locking device resists tamp- 
ering and plugging attempts. 
Close-woven, high-tensile-strength 
wire mesh foils usual picking and 
prying. Smooth frame edges and 
rounded corners preclude  acci- 
dental or intentional self-damage. 
Screens can be provided with emer- 
gency release permitting instant pa- 
tient removal by operation of lock 
from outside. 


Availability of metai products subject to defense regulations. 
Modern institutions turn to 


CHAMBERLIN 
CHAMBERLIN COMPANY OF AMERICA 


CHAMBERLIN COMPANY OF AMERICA 
1254 LABROSSE ST. + DETROIT 32, MICH. 


CHAMBERLIN INSTITUTIONAL SERVICES also include Rock Wool Insulation, Metal Weather Strips, Calking, All-Metal Combination Windows, and Insect Screens 
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New G&S books in... 


.. . PSYCHIATRY 


Menninger: A MANUAL FOR PSYCHIATRIC CASE STUDY 


By KARL A. MENNINGER, M.D., The Menninger Foundation. 
A detailed guide, essential for the psychiatric resident and young psychiatrist 370 pp., $6.75 


Hoch, Zubin: CURRENT PROBLEMS IN PSYCHIATRIC DIAGNOSIS 
Edited by PAUL H. HOCH, M.D., and JOSEPH ZUBIN, Pu.D., New York State Psychiatric 


Institute. 
A stimulating symposium on diagnosis, etiology, prognosis, and the cultural and social factors 
involved. about 300 pp., about $5.50 


. .. SPECIAL AREAS 


Hall: PSYCHIATRIC AIDE EDUCATION 

By BERNARD H. HALL, M_D., et al., The Menninger Foundation. 
The first much needed report of a pilot project in a critical area. 
Gottlober: UNDERSTANDING STUTTERING 


By A. B. GOTTLOBER, Pu.D., Los Angeles Speech Correction Clinic. 
New, psychiatrically sound methods of understanding and treating the stutterer. 286 pp., $5.50 


192 pp., $5.75 


. . PSYCHOSOMATICS 


Bellak: THE PSYCHOLOGY OF PHYSICAL ILLNESS 
Edited by LEOPOLD BELLAK, M.D., New York Medical College. 


For the first time, psychiatrically oriented specialists in medicine and surgery describe the psy- 
chological effects and implications of primary somatic illness. 256 pp., $5.50 


Altschule: BODILY PHYSIOLOGY IN MENTAL AND EMOTIONAL DISORDERS 


By MARK D. ALTSCHULE, M.D., Harvard Medical School. 
stimulating—perhaps controversial—physiologic approach. 


240 pp., $5.75 


. . . NEUROLOGY 


Rubinstein: THE STUDY OF THE BRAIN 


By H. S. RUBINSTEIN, M.D., Sinai Hospital, Baltimore. 
A practical, fully illustrated text, based on dissection of the human brain. 


230 pp., $9.50 


send, on approval 


] Hoch, $5.50 Name 


| 
Lj Gottlober 


| Check enclosed 


_] Charge my account 


381 Fourth Avenue New York 16, N.Y. 
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No longer need the advantages of muscle 
relaxation during electro-convulsion therapy 
be foregone because of the disadvantage 
of prolonged effect. Speed of action 
and recovery are characteristics of for E.C.T. 
‘Anectine’ medication. 


relaxation 


‘Anectine’ produces full relaxation within 
90 to 120 seconds of injection; the effect 
lasts about 2 minutes, and recovery of 
muscle tone begins immediately thereafter. 


As with all relaxants, facilities for 
oxygen insufflation must be available when 
‘Anectine’ is given. When apnea does occur, 

its average duration is about 2 minutes. 


References: Wilson, W. and Nowill, W. K.: 
Southern Psychiatric Meeting, 1952. 


Holmberg, G. and Thesleff, S.: Am. J. 
Psychiat. 108:842, 1952. 


‘Anectine 


SUCCINYLCHOLINE CHLORIDE INJECTION 


20 mg. in each ce. 
Multiple-dose vials of 10 ce. 
Ready for intravenous injection. 


For full information, write to — 


Bras Burroughs Wellcome & Co. (U.S.A.) Inc., Tuckahoe 7, N. Y. 
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To be published in MAY... 


WHITAKER AND MALONE’S 


a NEW book emphasizing 
an experiential approach 


to psychotherapy 


The Roots of Psychotherapy 


By CARL A. WHITAKER, M.A., M.D. Professor of Psychiatry and Chairman of the Depart- 


ment of Psychiatry, Emory University School of Medicine 


and THOMAS P. 


MALONE, M.A., Pu. D. 


@ IN THIS NEW WORK, the authors’ viewpoint is that psychotherapy 
itself is a real experience in living, one which modifies other current 
experiences and also the effects of past experiences. They stress a brief, 
intensive therapy, the basis of which is a warm interchange between the 
patient and the therapist, from which experience the therapist gains as 
well as the patient. @ THE AUTHORS EMPHASIZE the concept 
that psychotherapy is therapist-activated and rooted in the character and 
personality of the therapist himself. Therefore, they propose that the 
most important variable in a// forms of psychotherapy appears to be the 
adequacy of the therapist as a person. @ THE BOOK CONTINUES on 
the premise that the therapist is the primary catalyst to the repair process 
in the patient and points out that the therapist’s healthy response to the 
patient is the crucial force in the treatment. Such a study of the therapist, 
as a person, and of his dynamic part in the therapeutic process has not been 
included heretofore in a work of this kind. @ In The ROOTS of PSY- 
CHOTHERAPY, the authors treat their subject from practical and 
theoretical viewpoints, dividing it into three sections: Part I—Founda- 
tion;—Part Il—Process and Part II1I—Techniques. 256 Pages (Approx.) ; 


PETRIE’S PERSONALITY AND THE FRONTAL LOBES by Asenath 
Petrie, Institute of Psychiatry, London University. This book represents an inves- 
tigation of the personality effects of four different types of prefrontal leucotomy 
on severe neurotic patients. It discusses character, temperament and _ intellectual 


THE BLAKISTON COMPANY 
575 Madison Avenue 
New York 22, N. Y. 


Please send me the following books on a 10-day trial basis: 


.. copies of THE ROOTS OF PSY CHOTHES. . copies of PERSONALITY 
APY by Whitaker and Malone......... $4. FRONTAL LOBES by 


You SAVE Postage pr ee check or money order 
(] Check enclosed (postage prepaid) 
(1 Money order (postage prepaid) 


$7. 


Send C.O.D. (plus postage) 


Name 


Assistant Professor of Psychiatry and Director of 
Research, Department of Psychiatry, Emory University School of Medicine. 


105 Bond Street 
Toronto 2, Canada 
AND 


[) Charge my account (plus postage) 
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The Secret of Sleep 


in a Capsule 


A dose of ‘Seconal Sodium’ at bedtime gently 
breaks the chain of wakeful nights and permits 
the patient to begin again to enjoy natural, 
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SOME RECENT DEVELOPMENTS IN SOVIET PSYCHIATRY * 
JOSEPH WORTIS, M.D., Brooxtyn, 


Soon after World War II, there was a 
general revival and reappraisal of the whole 
range of scientific and cultural activity in the 
Soviet Union. This was necessary not only 
because the dislocations and deprivations of 
the war needed to be remedied, but also, 
paradoxically enough, because the USSR 
was greatly strengthened in the course of 
the war. Industrial productivity had more 
than doubled, the position of the USSR as 
a great power was established, and its influ- 
ence on the outside world greatly enhanced. 

Under these new conditions, searching 
criticisms oi all aspects of Soviet science and 
art seemed to be in order. Fresh demands 
were made on composers, painters, and 
writers to reflect the new aspirations of the 
Soviet people. The late Zhdanov in his 
trenchant criticism of Alexandrov’s “History 
of Philosophy” called for a more emphatic 
insistence on the special materialist basis of 
Soviet science, and a new materialist philo- 
sophic journal Voprosi Filosofii was founded 
in his honor. The genetics controversy that 
had been raging for over 10 years was re- 
opened in a huge debate of the Academy of 
Biological Sciences and decided in Lysenko’s 
favor. and soon afterwards Rubinshtein, 
Russia’s leading psychologist, was exposed to 
sweeping criticism by a whole array of his 
colleagues. The 2 main criticisms of Rubin- 
shtein were: (1) his tendency to separate 
psychological processes from their actual ma- 
terial sources in the outside world or in the 
body’s physiology, and (2) his neglect of 
the concrete study of the psychology of the 
Soviet people under their new conditions 
of life. Stalin stepped forth to express him- 
self on some basic questions in linguistics, 
and upbraided the philologist Marr and his 
school whose mistaken ideas held sway by 
the mere exercise of authority. “It is gen- 
erally recognized,” wrote Stalin, in a much- 
quoted statement, “that no science can 
develop and flourish without a battle of 
opinions, without freedom of criticism.” 

1 Read at the 108th annual meeting of The Amer- 
ican Psychiatric Association, Atlantic City, N. J., 
May 12-16, 1952. 


Naturally psychiatry was not spared in this 
lively atmosphere of mutual criticism. Al- 
though Pavlov and his school had been 
acclaimed for years as the most important 
contributors to psychiatric science, there was 
a widespread feeling that his contributions 
were being misinterpreted or neglected. In 
1947 a small group of physicians formed a 
committee to plan a broader discussion of the 
state of Pavlovian physiology in the USSR. 
In 1948 several of the leading psychiatric 
textbooks were criticized by the Presidium 
of the Academy of Medical Sciences for 
some shortcomings. Finally a full-scale dis- 
cussion and debate on the Physiological 
Teachings of Academician I. P. Pavlov was 
organized for June 28 to July 4, 1950, under 
the auspices of the USSR Academy of Medi- 
cal Sciences. Scores of scientists engaged in 
the discussion, the stenographic report of 
which fills a bulky volume. The main points 
of the leading speakers are of considerable 
interest and will be reported herewith. 

At this scientific session, the basic lines of 
Pavlov’s work were again underscored and 
their implications elaborated. These basic 
propositions can be enumerated as follows: 

1. The unconditioned and conditioned re- 
flex together are the fundamental units of 
the central nervous system’s function, and 
hence of mental function. Excitation and 
inhibition are the basic modalities of central 
nervous system function. 

2. The chronic experiment on the intact 
organism is the basic technique for the study 
of conditioning. 

3. The cerebral cortex is the site of the 
formation of conditioned reflexes, and the 
cerebral cortex dominates the nervous system. 

4. Conditioned reflexes are formed by both 
external and internal stimuli and result not 
only in motor acts, but in altered organ and 
tissue functions as well. 

5. Conditioned reflexes, repeated through 
generations, may sometimes be transmitted 
through heredity to become unconditioned 
reflexes. 

6. In man, the distinguishing feature of 
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the conditioning process is the evolution of 
the elaborate word symbols of language, 
called by Pavlov the secondary signal system. 
Pavlov said(1) : 

If our sensations and ideas relative to the surround- 
ing world are for us the first signals of reality, 
the concrete signals, then speech, especially and 
primarily the kinesthetic stimuli which proceed 
from the speech organs to the cortex, constitutes 
a second set of signals, the signals of signals. They 
represent an abstraction from reality and permit 
the forming of generalizations, which constitute 
our extra specifically human, higher mentality. 


Bykov, a pupil of Pavlov and the head of 

the newly created Institute of Physiology of 
the Central Nervous System, declared that 
the full significance of Pavlov’s work had 
not been grasped as yet by Soviet physicians 
and that Pavlov’s theories had the widest and 
most significant implications for the whole 
of medicine. Said Bykov (2) :? 
It seems to me that the transition from the con- 
ception of the organism as the sum of separately 
studied organs and systems to Pavlov’s method of 
studying the integral organism in its natural re- 
lations with its external environment was no less 
a feat of scientific thought than the transition from 
Ptolemy’s view of the world to the Copernican 
system. 


Bykov also declared : 


The belief that all Pavlov did was to make a con- 
tribution to physiology or add another chapter to 
that science must be condemned as fallacious. It 
would be far more correct to divide all physiology 
into two stages—the pre-Pavlov stage and the 
Pavlov stage. The history of psychology may be 
divided in a similar manner. 


According to these Pavlovian commentators, 
mental and physical disease must be studied 
and understood in relation to the conditioning 
process, So far as mental illness is concerned, 
this emphasis had led in Russia to 2 pecu- 
liarly consistent lines of interest: on the one 
hand to an emphasis on the nature of the 
stimuli that affect human behavior and on 
the other hand to an emphasis on the effi- 
ciency of the organism responding to the 
stimuli—or, to put it simply, to an emphasis 
on social factors and on physiology. Even 
under Czarism, these influences, because of 
certain historical circumstances, were promi- 
nent in Russian psychiatry. Ivanov-Smolen- 


2 All subsequent quotations, unless otherwise 
noted, are from these Academy of Medical Sciences 
Proceedings. 


skii cited I. M. Sechenov, the nineteenth 
century precursor of Pavlov, as follows: 


We know that I. M. Sechenov in his day likewise 
fought for the cause of determinism. “Thought is 
usually regarded as the cause of action,” he said, 
“and if the external influence, that is, sensory 
excitation, remains unnoticed, as is very often the 
case, then of course thought is even regarded as 
the initial cause of the action This, however, 
is an utter fallacy. The initial cause of every act 
always lies in an external sensory excitation, be- 
cause without it no thought is possible.” 


The new monthly neuropsychiatric journal 
inaugurated this year was named in honor of 
Korsakov who half a century ago was dis- 
tinguished not only for his emphasis on medi- 
cal factors in psychiatry but also for his 
broad social point of view. Ivanov-Smolen- 
skii said of Pavlov’s clinical work in his last 
years: 


He paid great attention to the social and family 
conditions of the patient, to the peculiarities of his 
trade or profession and his social status, the condi- 
tions in which he was reared and educated, his past 
life, the somatic or nervous diseases he had suffered 
before, the emotional shocks, mental trauma or 
situations of conflict he had experienced. In a word, 
he was keenly interested in the social conditions 
and relations in which the patient’s nervous activity 
had formed and taken shape. 


All of man’s environment, all of his ex- 
perience, create his state of mind. Bykov 
emphasized the Pavlovian consideration of 
the total environment in all its aspects and 
described this as a humanistic approach. 
“The humanism of Russian medicine still 
remains,” he said, “its most splendid attri- 
bute, its badge and banner.” Bykov also 
declared that Pavlov’s work brought within 
the scope of medical interest a new kind of 
environment, the psychological milieu, that 
had hitherto been completely neglected in 
public health and hygiene: “It may be said 
that Pavlov discovered new environmental 
factors which before him were entirely un- 
known or lay in the shadow, outside the field 
of vision of scientific experimental research.” 

For the Russian psychiatrist, this kind of 
emphasis does not exclude a consideration of 
what we call subjective psychological factors. 
In their view not only do established stereo- 
types of behavior contribute a subjective 
aspect to every response, but the secondary 
signal system of speech is regarded as very 
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important in the creation or modification of 
behavior. Quoting Bykov: 


.... Every attempt to base the theory of medical 
science only on biology or only on psychology, has 
led, and will always lead, to a crude mechanistic 
world outlook, and, in the final analysis, to sterile 
idealism and fideism. .... We are coming to real- 
ize ever more clearly that . . .. an emotional in- 
fluence may often be far stronger than any physical 
factor, that a spoken word may cause profound 
changes in the entire organism. 


Psychology as an important branch of 
science, linked especially to pedagogy, is 
being expanded and developed in the USSR, 
but its subjective and descriptive aspects 
are regarded as relatively inexact in relation 
to its experimentally verifiable base, the con- 
ditioned reflex. Orbeli, who until recently 
was acclaimed as Pavlov’s leading pupil, was 
roundly castigated by Bykov for putting sub- 
jective and objective data on an equal level. 
And Ivanov-Smolenskii said: “. ... you 
will not find many psychologists in our 
country today who would insist very strongly 
on the value of the subjective method.” 

Of interest to American psychiatrists is 
the Soviet concept of unconscious mental 
activity. Ivanov-Smolenskii, though insist- 
ing that the conditioning process is always 
mediated by the cortex, declared that it does 
not always implicate the second signal system 
of speech and hence may not be subjectively 
verbalized. But regardless of whether it is 
subjectively verbalized or not, it still remains 
an objective phenomenon. “Subjective and 
objective constitute an indivisible entity.” 
He resents the attribution of this concept of 
the unconscious to Freud and prefers to 
quote Sechenov who in his “Reflexes of the 
Brain” said that “ ... . a sensory excita- 
tion producing a reflex movement may at 
the same time give rise to definite cognized 
sensations; but it also may not.” Or as 
Sechenov elsewhere put it, the perception 
may be more differentiated and distinct, or 
less definite, and obscure. 

Conflicting stimuli that create difficulties 
in differentiation, overwhelmingly strong 
stimuli, or weak repetitive stimuli may all 
lead to that peculiar breakdown of the bal- 
anced mechanism of conditioning that Pavlov 
called the experimental neurosis. In addition, 
neurotic manifestations may be produced by 
a pathological inertia of the processes of ex- 


citation and inhibition, by cyclic or phasic 
changes in the cortical state, or by a variety 
of other physiological influences, especially 
by intoxication. It is interesting to note, 
however, that Ivanov-Smolenskii in his dis- 
cussion at this scientific session avoided a 
one-sided chemical explanation of such toxic 
psychoses : 

If the intoxication was preceded by experimental 
overstrain of the animal’s nervous system and a 
breakdown of higher nervous activity, its course 
in the majority of cases was very severe and pro- 
tracted. It followed from this that in such cases 
much more than in others, treatment must be di- 
rected not only to detoxicate the organism, but also 
to restore the disturbed higher nervous activity. 


If we were dealing with a human being and not an 
animal, we would say that he not only needed de- 
toxication, but also treatment of his neuropsychic 
activity—in particular, scientifically sound psy- 
chotherapy. 


But the Pavlovian theory, in the contem- 
porary Russian view, goes far beyond the 
confines of psychiatry and has the most sig- 
nificant implications for all of medicine. The 
conditioning process implicates not only the 
external stimuli and motor acts, but internal 
stimuli and physiological alterations of or- 
gans and tissues. The trophic function of 
nerves is also responsive to the conditioning 
process. Pavlov said of conditioned reflexes : 
“T consider it more than probable that they 
even exist for all the tissues, to say nothing 
of the individual organs. In my opinion the 
entire organism and all its component parts 
are able to report about themselves to the 
hemispheres.” Bykov said: “This corrobo- 
rates the conjecture of I. M. Sechenov, the 
father of Russian physiology, that internal 
(systemic) sensations and those transmitted 
by the external sense organs are of the same 
physiological nature.” Bykov and his school 
have experimentally produced conditioning 
of kidney diuresis, splenic contraction with 
accompanying increase of circulating red 
cells, tachycardia, body temperature changes, 
and a great variety of other physiological 
phenomena. Conversely, a great variety of 
visceral conditions can act as stimuli in the 
conditioning process, such as thermal stimu- 
lation of the gastric mucosa, specific chemical 
irrigation of the gastrointestinal tract, etc.— 
all of these, of course, without the involve- 
ment of conscious perception. Bykov said 
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that Pavlov in the latter years of his life, 
when so much of his time and interest was 
devoied to clinical problems, began to put 
increasing emphasis on the influence of the 
internal factors on the higher nervous ac- 
tivity, describing these factors as continuous 
and component elements of the physiology 
of the brain cortex. Bykov again quoted 
from Pavlov (from an essay entitled “On 
the Physiology of the Hypnotic State in the 
Dog” written in 1932) as follows: 


With reference to the cerebral cortex, in addition 
to a “vast representation of the external world 

. . it gives a broad representation of the internal 
world of the organism, i.e., of the states and activity 
of the multitude of organs and tissues, of the multi- 
tude of internal organic processes.” 


Bykov went on to say: “It has been demon- 
strated that the activity of every internal 
organ is connected with the formation of con- 
ditioned reflexes, in other words, that the 
external environment is inseparably con- 
nected with the internal.” Under certain con- 
ditions, a visceral sensation may exert pro- 
found effects on the entire state of the brain 
cortex. Ivanov-Smolenskii calls attention to 
the studies of A. O. Dolin on abnormal 
conditioned reflexes : 

By injecting aconitin, camphor, bulbocapnin, or 
other substances coincidentally with some indifferent 
stimulus, he transformed these originally quite 
harmless agents into conditioned stimuli for severe 
pathological reactions. Then applying these stimuli, 
he observed either a conditioned reaction in the 
shape of distinctly marked disturbances of cardiac 
activity or conditioned catalepsy, or a conditioned 
reflex in the shape of convulsions, and so on, 


Conversely, Speranskii, the noted Soviet 
pathologist, has demonstrated that a great 
variety of disease processes including certain 
infectious diseases can be precipitated by 
interference with the innervation of organs, 
either at the peripheral nerve level or at the 
cortex. His remarkable description of the 
pathological effect of circumscribed freezing 
of the brain cortex can be found in his 
“Introduction to the Theory of Medicine” 
(which has been criticized lately—even by 
those who regard its approach as basically 
correct—for its relative neglect of cortical 
dominance). Bykov also quotes from Pavlov: 
“. . .. this highest part (the central nervous 


system) controls all the phenomena taking 
place in the body.” He goes on to say: 


In these past decades a new trend in medicine has 
arisen in the West and in America, known as “psy- 
chosomatic medicine.” This is the pale and de- 
formed reflection of the trend which in our country 
was founded long ago by eminent clinicians and 
known as “nervism,” that is, the idea that all proc- 
esses in the organism are subordinated to the nerv- 
ous organization, both in the normal and disturbed 
state of the vital functions. 


Instead of psychosomatics, the Russians 

prefer to speak of corticovisceral relations. 
Specific organs or tissues may be implicated 
in the pathological conditioning processes, 
or more diffuse disturbances may be involved. 
As Ivanov-Smolenskii formulated it: 
The cortically conditioned pathological fixation of 
the vegetative nervous activity, by depriving it of 
its normal functional mobility and restricting the 
flexibility of its adaptation to changes in the or- 
ganism’s external and internal environments, leads 
to the development of phenomena of vegetative and 
metabolic dissociation, and also to disturbed activity 
of internal organs. The site of major pathological 
disturbances and of greatest alteration of the physi- 
ological functions may differ in particular cases, 
depending on the peculiarities of the patient’s on- 
togenesis and the diseases he has suffered from in 
the past. It is thus that disturbances of the higher 
nervous activity lead to somatic disorders. 


Of particular importance in the manage- 
ment of many of the disorders is the Pavlov- 
ian concept of protectwe inhibition, which 
declares in effect that clinical conditions of 
stupor, coma, lethargy, catatonia, mutism, 
sleep, and related phenomena are all various 
degrees and types of inhibitory states, which 
tend to shield the organism from the effects 
of overstrain and overstimulation and to 
promote recovery. The extension of this 
concept into therapy has given rise to the 
widespread use in the USSR of prolonged 
sleep treatment, which is applied in a great 
variety of both medical (especially for hyper- 
tension and peptic ulcer) and psychiatric 
conditions. Thus in the treatment of toxic 
states, Ivanov-Smolenskii reported : 

Carefully studying the development of various in- 
toxications, we were in many cases able to observe, 
at various stages of the disease and in its various 
forms, the development of a diffuse protective in- 
hibition in the higher parts of the animals’ nervous 
system. Following the therapeutic principle estab- 
lished by Pavlov, it was quite natural on our part 
to attempt to strengthen and extend this protective 
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inhibition with the aid of sleep therapy. And, in- 
deed, by inducing prolonged narcotic sleep with the 
aid of phenobarbital and always timing it for the 
stage when the protective inhibition was more 
clearly marked, in many cases of neuro-intoxication 
we obtained excellent therapeutic effects, namely, 
the complete disappearance of the severe disorders 
of higher nervous activity in the experimental 
animals. 


Neurotic conditions lead not only to dis- 
turbances in the psychological sphere but 
simultaneously to organic disturbances. It is 
therefore not the psychological manifesta- 
tions which cause the organic disturbance, 
but both alike reflect the neurosis of the or- 
ganism. Ivanov-Smolenskii said : 


Quite in the early stages of the study of experi- 
mental neuroses, M. K. Petrova and others observed 
that these disorders were usually accompanied by 
various somatic disturbances: abnormal respiration 
and salivary secretion, eczema, ulcerative processes, 
Otitis, etc. 


The experimental investigations which Usiievich 
began in Pavlov’s lifetime and has been continuing 
since have shown that various kinds of overstrain 
of the nervous system of dogs which lead to a break- 
down of higher nervous activity are accompanied 
by more or less distinct disturbances of the func- 
tioning of internal organs, and by brain changes. 
For instance, increased or diminished diuresis is 
observed, also disturbances of bile secretion, altera- 
tions in the peristalsis of the empty stomach, con- 
siderable fluctuation in the concentration of active 
chemical agents in the blood and, what is particu- 
larly interesting, from the standpoint of treatment 
of systemic disorders, a prolonged and persistent 
increase of gastric secretion and a markedly in- 
creased blood pressure, which then became stabilized 
at a high level. 


Ivanov-Smolenskii also cited Petrova’s ob- 

servations on the effect of experimental neu- 
roses and chronic overstrain of the nervous 
system on the genesis of tumors, both benign 
and malignant. He said: 
It is interesting that she established that sleep ther- 
apy was beneficial in the treatment not only of 
experimentally induced disturbances of the higher 
nervous activity, but also of various somatic dis- 
turbances associated with them. This naturally 
suggested the idea of applying prolonged sleep in 
clinical medicine, in the treatment of systemic dis- 
orders caused by overstrain of the nervous system. 


Since all these disturbances arise because 
of disturbance in the functioning of the or- 
ganism, in the natural interrelation and inter- 
action of its component parts (with irrevers- 
ible organic damage occurring late or not at 
all) , contemporary Russian medicine does not 


look with favor on therapeutic measures that 
crudely disrupt the unity of the organism by 
the surgical elimination of portions of the 
nervous system. Bykov declared that the 
fundamental principle of Pavlov’s teaching 
is the unity and integrity of the organism and 
he again quoted Pavlov: “.... this is 
entirely our incontestable Russian contribu- 
tion to world science, to human thought in 
general.” Bykov went on to say: 


This is why the attempt to exclude the influence 
of the vagus surgically in cases of peptic ulcer does 
not now appear to satisfy anyone, just as little as 
does the attempt to rid the organism of the influ- 
ence of the sympathetic nervous system in cases of 
hypertension and other diseases. 


Similar considerations, as we shall see, 
were implicated in the discussion of pre- 
frontal lobotomy. 

In spite of the impression we get from some 
commentators and reports, Russian scientific 
literature and scientific meetings are char- 
acterized by a great deal of intense debate, 
mutual criticism, and self-criticism. “In 
Soviet science,” Ivanov-Smolenskii said, “an 
indisputable condition for the struggle of the 
new against the old, for the steady ascent of 
the ladder of development, is criticism and 
self-criticism. We disclose shortcomings 
and errors in scientific work in order to over- 
come them.” The week-long 1950 Proceed- 
ings of the Academy of Medical Sciences 
were reported in great detail in the daily 
Pravda, with a number of reports printed in 
full. The entire stenographic report of the 
Proceedings comprises a volume of 730 
pages, which was printed in an edition of 15,- 
000 copies. No high reputations were spared. 
Among those recently criticized at these or 
later sessions may be named: Giliarovskii, 
head of the All-Union Institute of Psychia- 
try, Russia’s most distinguished and vener- 
able psychiatrist, Gurevich, a member of the 
Academy of Medical Sciences, Shmarian, 
head of the Psychiatric Division of the Min- 
istry of Health, Sukhareva, Russia’s leading 
child psychiatrist, Speranskii, Anokhin, 
Ravkin, and others. Criticisms against Or- 
beli, until recently president of the Soviet 
Academy of Sciences, and now head of 3 
institutions, were particularly severe and it 
should be noted that the younger members 
of his staff were especially critical. Although 
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he was given full credit for many of his 
important contributions, some typical criti- 
cisms levelled against Orbeli were: 

1. His false emphasis on the dominant 
regulatory role of the vegetative nervous 
system, with a corresponding neglect of the 
dominance of the cortex. Orbeli was also 
criticized for his claim that only the sympa- 
thetic nervous system has trophic functions. 

2. Orbeli’s institute developed work in 
opposition to Pavlov’s theory of the inheri- 
tance of acquired reflexes, and Orbeli himself 
was in the anti-Lysenko camp. 

3. His false and mistaken emphasis on the 
value of subjective psychological data. 

4. His neglect of cortico-visceral relations. 

5. His tendency to disparage Pavlovian 
theory and Pavlov’s method of study of the 
conditioned reflex. 

6. His general neglect of the development 
of Pavlov’s work and the substitution of 
novel and incorrect approaches of his own. 

A resolution of the scientific session was 

adopted that read in part: 
Scientific criticism and self-criticism were not prac- 
tised in the bodies headed by Academician Orbeli, 
and measures were not taken to ensure freedom of 
criticism and a battle of opinions. Laudation of 
scientific leaders and blind submission to their 
“authority” were the prevailing spirit in these 
institutions. 


As the head of a large number of research institu- 
tions, university chairs, scientific commissions, jour- 
nals and societies, Academician Orbeli held a mo- 
nopoly position in physiology which is intolerable, 
since it is contradictory to the spirit of Soviet 
science and hampers its free development. 


Among some of the other theories criti- 

cized at this conference may be cited the 
theory that humoral factors dominate in the 
body economy, the mechanistic overemphasis 
of histopathologic factors, or the belief in 
anatomical localization of psychological 
functions. Professor Gurevich was espe- 
cially criticized for his tendency to localize 
psychoses in definite areas of the cortex. 
Said Ivanov-Smolenskii : 
Psychoses are always manifestations of intricate 
disturbances of dynamic interactions both within 
the cortex and between the cortex and lower levels 
of the nervous system; they are disorders not only 
of the cortex, but of the brain in general—more, of 
the body in general. 


In addition, there was a sweeping condem- 
nation of the outdated concepts of Virchov’s 


cellular pathology. The Soviet theory of 
“nervism” is now the current prevailing 
theory of medicine in the USSR. 
Said Bykov: 

The task in the present stage of further developing 
Pavlov’s teachings is, with the help of the com- 
bined efforts of all Soviet physiologists, to complete 
the fullest possible description of the mechanisms 
of interaction of all functions of the body under the 
influence of the external environment. And the 
point of departure must be the Sechenov-Pavlov- 
Vvedenskii theory that the nervous mechanism is 
the chief link in all processes occurring in the or- 
ganism, and that the organism’s conditions of life 
constitute the determining factor in its behavior. 


The concluding resolution of the scientific 
session declared: “The session draws atten- 
tion to the inadequate application of Pavlov’s 
teachings to medicine; the great scientist’s 
maxim that physiology must become the 
scientific basis of medicine has not been 
observed.” 

But the implications of Pavlov’s work go 
even beyond the clinical practice of medicine. 
Its bearing upon hygiene and public health, 
on pharmacology, immunology, dietetics, and 
animal husbandry were all brought out and 
emphasized. 

Bykov said: 

Pavlov’s ideas have hardly penetrated into the 
practical and research work of the clinic. They 
have not been extended at all to the physiology of 
farm animals, and have therefore been unable to 
contribute anything to practical socialist animal 
husbandry. Pavlov’s principles have not found their 
way into biochemistry or pharmacology or hygiene. 
Yet all of these sciences, whose object of study is 
the human and animal organism, are doomed to 
stagnation so long as they do not base themselves 
on Pavlov’s creative principle of the unity and in- 
teraction of the organism with the surrounding 
world. 


The microbiologist A. V. Ponomariov 
spoke rather fully of the importance of 
applying Pavlov’s ideas to the theory of 
immunity as a protective function of the 
organism. He pointed out that to this day— 
despite the fact that the role played by the 
nervous system in many of the immunity 
reactions of the organism had already been 
indicated by Mechnikov and others—Pav- 
lov’s views are not being applied practically 
to this important branch of preventive medi- 
cine. 

Lestochken(3) in an interesting report at 
the session discussed the implications of Pav- 
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lov’s work in the hygiene of normal people. 
After defining hygiene as the study of the 
optimal interrelations between human beings 
and their environment, he went on to say 
that this interrelationship can no longer be 
viewed as a static mechanical thing in which 
determinations are made once and for all 
on what constitutes good mental hygiene. 
He said that allowances must be made for 
the great capacity for change in both man 
and his environment, and deliberate modifi- 
cations of both must be undertaken for man’s 
advantage. Conditions of life and work must 
be adapted to man’s needs. Environmental 
factors must encompass not merely nutri- 
tional and mechanical factors, but also the 
whole psychological effect of conditions upon 
the organism and the detection of all irritants 
that may adversely affect health. The whole 
of culture, work, recreation, and even lan- 
guage usage must be considered and encom- 
passed in the scope of human hygiene. 

In the same volume, Pletnev discussed 
Pavlovianism in relation to animal hus- 
bandry, pointing out that the spontaneous 
preferences of cattle for certain types of 
fodder may neither reflect its nutritional 
value nor produce the best yields of beef. 
If ingenuity is employed, however, prefer- 
ences can be created in both cattle and poultry 
for the most desirable foods, and through 
the hereditary transmission of such estab- 
lished preferences the very breed of cattle 
can be altered. The human preference for 
the kind of food that mother used to make 
may well be considered in the same light. 

Although the great preponderance of opin- 
ion at these sessions favored this new line of 
emphasis, the struggle for the prevalence of 
the Pavlovian view still goes on. At a joint 
meeting of several of the scientific councils 
of interested scientific institutes held in July 
1951, a progress report was made and con- 
tinuing laxity or downright disagreement was 
recorded. Orbeli again came in for a good 
share of the criticism, and the psychologists 
were upbraided for their “incomprehensible 
passivity” in applying Pavlovian principles 
to their science. Nonetheless, the psycholog- 
ical and medical journals reflect a huge up- 
swing in the amount of Pavlovian work 
published, and in the frequent formulations 
of new or old problems in a Pavlovian light. 


A recent first-hand report of actual Soviet 
psychiatric practice was made by Dr. Chris- 
tian Astrup(4) of Oslo who visited several 
psychiatric institutions and spoke with a 
number of leading Russian psychiatrists. He 
confirms the general impression that most 
research is physiologically oriented, although 
psychic factors are believed to be very impor- 
tant in both organic and functional disorders. 
Special efforts are being made to coordinate 
the results of work in various medical dis- 
ciplines. The general Pavlovian view pre- 
vails that the major psychoses represent an 
imbalance between excitatory and inhibitory 
brain processes. Electroencephalographic 
evidence is adduced to prove the presence of 
discoordination between the hemispheres 
both in schizophrenia and in other mental 
disorders; it is also believed by some that 
there is a pathological anatomy of schizo- 
phrenia that contributes to this imbalance. 
X-ray irradiation of the cortex is used in the 
treatment of depression, and irradiation of 
the mesencephalon in manic states. Filatov’s 
tissue transplants and Bogomolet’s antire- 
ticulocytotoxic serum are both being em- 
ployed in psychiatric disease, and Professor 
Andreiev is said to be well satisfied with the 
therapeutic value of ARCS. Both insulin and 
electroshock treatment are used (although 
the latter continues to be described as unduly 
crude, unpleasant, and injurious (5) ). 
Various techniques of sleep treatment are 
employed. Klaesi’s somnifen method is re- 
garded as too dangerous and is no longer 
recommended. Interrupted sleep is preferred 
by many and one favored method involves 
the use of sedatives such as amytal or evipal 
in the mid-afternoon, so that induced sleep 
will be superseded by natural sleep in the 
evening. Another variation involves the use 
of induced sleep soon after the patient 
awakens from insulin coma, so that he sleeps 
again until the following morning. Other 
techniques, involving the use of sedative 
clysters at 4-hour intervals, are described by 
Astrup. Giliarovskii is experimenting with a 
new form of electrically induced sleep in 
which low-amperage currents with frequen- 
cies of I to 10 per second are used. The pro- 
cedure is remarkably safe and easy, and is 
said to be effective in both acute and chronic 
schizophrenia. Sleep treatment is also used 
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for childhood schizophrenia, which is re- 
garded as prognostically favorable. Sleep 
treatment is sometimes combined with elec- 
troshock treatment. Both procedures are 
believed by Sereiskii to strengthen inhibitory 
functions. Kerbikov and Zorina(6) propose 
intravenous alcohol drop infusions in the 
treatment of schizophrenia. Interesting re- 
sults in the treatment of manic-depressive 
episodes by means of lumbar novocaine 
blockade are reported by Professor Pro- 
topopov and associates(7), who attribute its 
value to the blanketing of the sympathetic- 
adrenal system. 

At the time of Astrup’s visit there was 
considerable lively discussion on the merits 
of lobotomy, and widespread dissatisfaction 
with its results. At about the same time the 
experimental work of Professor Usiievich, 
Director of the Physiological Institute, on 
frontal lobotomy aroused much interest and 
approval. According to his data, serious dis- 
turbances in brain function could be demon- 
strated after the loss of the frontal lobes, 
especially impairing the organism’s capacity 
to rapidly modulate excitatory or inhibitory 
processes. All these considerations led to the 
following statement and declaration of policy 
(8) by the Ministry of Health, dated Decem- 
ber 9, 1950: 

Following the initiative of Prof. M. A. Goldenberg 
(Gorkii Medical Institute), Prof. A. C. Shmarian 
(Central Psychiatric Institute of the Health Minis- 
try RSFSR) and Prof. R. Golant (Leningrad Psy- 
chiatric Institute) and without sufficient theoretical 
basis or clinical trial, prefrontal leucotomy has be- 


gun to be used as a method of treatment for several 
neuropsychiatric disorders. 


The reported results on the therapeutic efficacy of 
this method and the observation of certain of its 
sequele indicate that this method not only does 
not offer any advantage over other therapeutic 
procedures for these conditions, but leads to ir- 
reversible organic changes which make further 
treatment of the disorder impossible. 


The Scientific Medical Council of the Ministry 
of Health of the USSR at its meeting on November 
30th of this year discussed the question of the use 
of prefrontal leucotomy as a therapeutic procedure 
and concluded that it has no theoretical basis, and 
that the use of prefrontal leucotomy in the treat- 
ment of neuropsychiatric disorders is incompatible 
with the basic physiological principles of I. P. Pav- 
lov’s teachings. 

In accordance with the decision of the Scientific 


Medical Council of the Ministry of Health of the 
USSR of November 30, 1950, I order: The use of 


prefrontal leucotomy in neuropsychiatric disorders 
is forbidden 
Minister of Health, USSR. E. Smirnov 


According to Astrup, Moscow has 5 psy- 
chiatric hospitals serving its 11 districts, but 
each of the 11 districts has its own neuro- 
psychiatric dispensary. There are also spe- 
cial polyclinics attached to the hospitals. The 
Kashchenko Hospital for example has 1,400 
patients (including 200 children’s beds) and 
a staff of 100 physicians, 350 nurses, and 
750 aides. It operates on a budget of 20 
million rubles (roughly $5,000,000) a year. 
Dr. Astrup visited one of the Moscow dis- 
trict dispensaries (for the Kiev district), 
which serves an area with 300,000 people. 
It was staffed with a director, 8 physicians 
who serviced separate areas, a child psychia- 
trist, and a physiotherapist. Doctors worked 
both in the dispensary and in the field and 
had social workers to help them. In addition 
to strictly psychiatric treatments, patients 
were afforded advice on legal and marital 
problems in the dispensary. All-day occupa- 
tional activity was available in the dispensary, 
in sheltered workshops, or at home, and given 
much emphasis. Combinations of bromide, 
caffeine, and luminal were often used. Other 
treatments used were oxygen injection, blood 
transfusions, and autohematotherapy. 

Space does not allow discussion of other 
interesting items in the recent literature. 
The over-all impression continues to be one 
of ferment, movement, some conflict, some 
confusion, and forward progress. The past 
years coincide with an unprecedented in- 
crease in industrial productivity, decline in 
living costs, increased consumer goods, and 
vastly expanded cultural activity. Production 
of major manufactures increased by 16% in 
the past year, and there were corresponding 
increases in food production, housing, and 
even greater increases in luxury goods like 
musical instruments. Salisbury(9), the New 
York Times’ correspondent, writes after a 
visit to the (perhaps specially favored) 
Georgian province: “Strain and tension are 
absent .... the life of the people ob- 
viously is healthy, comfortable and easy.” 
Soviet psychiatrists believe that the increased 
well-being of their population has contributed 
unmistakably to mental health. According 
to figures given by Professor Shmarian(10) 
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of the Psychiatric Division of the Health 
Ministry, the number of first admissions for 
manic-depressive psychoses in Moscow de- 
clined from 1.20 per 10,000 population in 
1930 to 0.3 in 1947—a decline of 75% ; for 
alcohol and other addictions from 2.1 to 0.4; 
for brain syphilis from 1.9 to 0.5; for psy- 
chopathy from 5.1 to 3.2. According to Prof. 
Shnienevskii of the Post-Graduate Central 
Institute, the incidence of schizophrenia in 
the years 1930-1948 was cut in half. Accord- 
ing to Shmarian, the incidence of schizo- 
phrenia in the age groups 20-30 is now less 
than one-third of what it was in 1913. There 
are less than 100,000 hospitalized psychiatric 
patients in the USSR, and these hospitals 
have at least 4 psychiatrists and 10 atten- 
dants per 100 patients. In the 1951 Soviet 
State Budget, 21.9 billion rubles (over 5 
billion dollars at official rates) were allocated 
to public health and to medical research, and 
59 billion rubles to education. 

Whatever its mistakes and shortcomings, 
Soviet psychiatry compares favorably with 
our Owii and is well worth our serious scien- 
tific attention. It is unfortunate that political 
barriers are interfering with free inter- 
national scientific exchange, and that the 
splendid American tradition of interest in 
international science, which goes back to 
Jefferson’s time, is now being challenged and 
obstructed. In the field of international 
sports, our American athletes at the Olym- 
pics succeeded in breaking through similar 
barriers. “We're all together as athletes,” 
said champion pole-vaulter Bob Richards, 
“and differences are forgotten.” I hope that 
we psychiatrists will also continue to cherish 


and defend this attitude. In the long run it 
is American medicine and our American pa- 
tients who will gain. 
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In 1950, Ferraro, Roizin, Carone, and 
Stein(3) reported on the use of intravenous 
ether as a treatment for “affective psychoses 
and psychoses with depressive features.” The 
treatment consisted in giving intravenous 
ether diluted in dextrose in isotonic saline 
daily to the patients. The amount given was 
not sufficient in quantity or given at a rate 
fast enough to induce sleep. They claimed 
results comparable to those obtained with 
electric shock treatment in similar cases. 

The intravenous ether method used by 
them was devised by Katz(7) and later used 
by Williams(g) in treating peripheral vas- 
cular disease. 

This paper is a report on a study of intra- 
venous ether as a psychiatric treatment. 
There were 2 aspects to the study: 

1. An evaluation of the treatment was 
carried out in the following manner. Pa- 
tients with affective psychoses were divided 
into 3 matched groups. One group was 
treated by intravenous ether, one group by 
intravenous normal saline, and the third 
group by electric shock treatment. 

2. The relationship of the status of the 
autonomic nervous system to the clinical out- 
come of treatment with intravenous ether was 
studied. The autonomic nervous system stud- 
ies were carried out by means of a test that 
we have reported previously in relation to 
electric shock treatment (6). 


1 Read at the 108th annual meeting of The Amer- 
ican Psychiatric Association, Atlantic City, N. J., 
May 12-16, 1952. 
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AN EVALUATION OF INTRAVENOUS ETHER AS A TREATMENT FOR 
PSYCHIATRIC PATIENTS * 


DANIEL H. FUNKENSTEIN, M.D., ann LYDIA W. MEADE, R.N. Boston, Mass. 


STUDIES OF THE MATCHED SERIES OF Pa- 
TIENTS WITH AFFECTIVE PsyCHOSES 


METHOD 
Subjects —Seventy-three patients who 
were routiue admissions to the Boston 


Psychopathic Hospital form the basis of this 
part of the study. These patients, who had 
received no other psychiatric treatment in the 
previous 6 weeks, were diagnosed shortly 
after admission as having affective psychoses 
of the depressive type (manic-depressive-de- 
pressed or involutional psychoses, melan- 


: cholia), and on clinical grounds as being 


patients for whom electric shock treatment 
was indicated. The illnesses were of suf- 
ficient severity to necessitate commitment to 
a mental hospital. The subjects were co- 
operative enough to lie still for 2 hours while 
the intravenous fluid was given. There were 
50 females and 23 males, with an average age 
of 47.6 years, ranging from 22 years to 63 
years. The subdiagnoses may be seen in 
Table 1. 

Measures——The clinical diagnoses and 
suitability for electric shock treatment were 
determined by the clinical director, who took 
no part in the treatments, and did not know 
which patients were receiving intravenous 
ether and which were receiving intravenous 
saline. 

The following criteria were used for scor- 
ing the outcome of treatment: “Improved” 
—patients in this category were those who 
were able to leave the hospital within 2 
weeks of their last treatment and remained 
out of the hospital for one month; “Unim- 
proved”—patients in this category were those 
judged not able to return to the community 
after treatment. 

Procedure.—Once the patients had been 
diagnosed as having affective psychoses and 
being suitable candidates for electric shock 
treatment, autonomic nervous system tests 
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(to be described subsequently) were done. 
The results of the tests in no way influenced 
the choice of treatment. Two patients re- 
ceived intravenous ether, one patient intra- 
venous saline, and one patient electric shock 
treatment in an entirely random manner. 
The ether patients were treated by one 
nurse who administered 1,000 cc. of a solu- 
tion containing 24% ether in normal saline 
intravenously over a period of 14 to 2 hours, 
5 times a week for a minimum of 20 treat- 
ments. If no improvement was noted at the 


room was permissive and cheery. If any of 
the patients spoke of their personal problems, 
this was dealt with by sympathetic listening 
by the nurse, but with no advice or verbal 
reassurance offered. After each treatment 
the patients were given a cup of tea. 

To the patients who received electric shock 
it was administered in the conventional man- 
ner. All but 2 of the patients who failed to 
improve with intravenous ether or saline 
subsequently received electric shock treat- 
ment. 


TABLE 1 


MATCHING OF THE AFFECTIVE CASES ON BASIS OF THREE VARIABLES 


Electric 
shock 


Ether 
Diagnosis 
Involutional psychosis 15 
Manic-depressive-depressed 22 
Age * (averages for 2 groups 
compared) 
46.7 
46.7 
Prognostic groups 
Favorable groups 13 
Unfavorable groups 


Saline 


x* t P 


.9567 Insignificant 


51.8 03 
51.8 07 
-- 65 


4 


Significant 
Significant 
Insignificant 
8306 


3751 Insignificant 


*A “t” test was done on a comparison of the improved with the unimproved for ether, electric shock treatment, and 
saline, and it was found that there was no significant difference in the ages between improved and unimproved. 


end of that time, treatment was terminated. 
If improvement was noted, treatment was 
continued until the patient had received 30 
treatments. 

The patients who received intravenous 
saline received 1,000 cc. of the substance over 
the same length of time and for the same 
number of treatments as the ether patients. 
The same criterion used for terminating 
treatment in the ether group was used in the 
saline group. Only the superintendent of the 
hospital was aware that any of the patients 
were receiving intravenous saline, and he did 
not know which patients received it. As a 
further safeguard to prevent ward personnel 
from knowing of the experiments, it was 
noted in the charts of the saline patients that 
they were receiving “intravenous ether.” All 
the patients receiving intravenous saline were 
treated on the same ward at the same time as 
the ether patients, and had no reason to think 
they were not receiving “intravenous ether.” 

The number treated by intravenous fluid 
at any one time was limited to 6, this being 
the number one nurse could adequately su- 
pervise. The atmosphere of the treatment 


RESULTS 


Although the selection of patients for the 
several methods of treatment was entirely 
random, it was worth while to make a statis- 
tical analysis of certain variables to see if a 
good match had been obtained in regard to 
factors that might be important in determin- 
ing recovery with treatment. Accordingly, 
the patients given intravenous ether, the pa- 
tients given intravenous saline, and those who 
received electric shock were compared on the 
following variables : age, subdiagnoses within 
the affective diagnosis, and autonomic groups 
(see Table 1). The only variable that showed 
any significant difference was the age of the 
patients given intravenous saline, which was 
slightly higher than in the cases given ether 
or electric shock. The mean for the saline 
patients was 51.8 years as compared with 
45.5 years and 46.7 years for the electric 
shock and ether patients respectively. (A 
statistical analysis was then done within these 
groups to see if age was important in re- 
covery and it was found not to be an impor- 
tant factor.) From this analysis we can see 
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that the cases were well matched on the basis 
of the variables stated above. 

Fourteen (37.8%) of the 37 patients with 
affective psychoses treated by intravenous 
ether were scored as “improved.” Nine 
(52.9%) of the 17 patients treated by intra- 
venous saline were scored as “improved.” 
These results obtained by the 2 methods were 
compared and no significant difference was 
found (see Table 2). 

Seventeen (89.4%) of the 19 patients 
treated by electric shock were scored as “im- 
proved.” The results of treatment with elec- 


TABLE 2 


RESULTS IN THE MATCHED AFFECTIVE CASES TREATED BY ETHER, SALINE, AND ELectric SHOCK 


blood pressure and psychological responses 
to intravenous epinephrine and intramuscular 
mecholyl. Patients’ reactions to these drugs 
were classified into 7 groups, each of which 
showed a different prognostic relationship to 
the clinical outcome with electric shock treat- 
ment(4, 6). For example, of the cases clas- 
sified on the basis of the blood pressure re- 
action as Group I, 9.4% responded favorably 
to electric shock treatment, and as Groups 
II-III, 35.4% ; of Group VI, 88.8%, and of 
Group VII, 96.9% responded favorably to 
the same treatment. 


Im- Unim- % 
proved proved Improved x? P 
14 23 378 1.0879 59 Insignificant 
9 8 52.9 
7 2 305 5.974 05 Significant 


tric shock were then compared with the re- 
sults obtained in the cases given intravenous 
ether, and intravenous saline. The improve- 
ment rate with electric shock was signifi- 
cantly higher than that obtained by giving 
intravenous saline alone (see Table 2). 
Twenty-two of the patients who failed on 
intravenous ether, and 7 of those who failed 
on intravenous saline, were then treated by 
electric shock. Nineteen of the first group 
improved with electric shock, and all 7 who 
had failed with intravenous saline recovered 
with electric shock. It would be expected 
that, if ether or saline had any effect on the 
improvement of the patients, the improve- 
ment rate with ether and electric shock or 
with saline and electric shock would be sta- 
tistically higher than for those treated by 
electric shock alone. This proved not to be 
so in either case. There was no statistically 
significant difference, on inspection, in the 2 
comparisons of results that could not be ex- 
plained on chance alone (see Table 3). 


RELATIONSHIP OF THE CLINICAL OUTCOME 
OF TREATMENT WITH INTRAVENOUS 
ETHER TO THE STATUS OF THE AU- 
TONOMIC NERvous SYSTEM 


Previously we reported on a test of the 
autonomic nervous system that utilized the 


TABLE 3 


COMPARISON OF RECOVERY RATES FOR THREE TYPES 
OF TREATMENTS 


Improved * Unimproved % Improved 


17 2 80.5 
BOT 33 3 91.7 
Saline + ECT ..... 16 o 100.0 


*On inspection, no significant difference is found be- 
tween the 3 treatments. The number of “improved” is too 
small for a chi-square, 


It can be seen from the results that dif- 
ferent autonomic groups bore a different rela- 
tionship to prognosis. It was of interest to 
determine whether or not the same auto- 
nomic groups that usually show a favorable 
response to electric shock would also show a 
more favorable response to intravenous ether, 
and conversely, if the autonomic groups that 
usually show a poor prognosis with electric 
shock would show a lower rate of recovery 
with intravenous ether. Accordingly, the fol- 
lowing experiments were carried out: 


METHOD 


Subjects—In this part of the study, in 
addition to the 37 patients with affective psy- 
choses treated by ether, patients within other 
diagnostic categories were included, namely, 
6 cases diagnosed as psychoneuroses of the 
anxiety type, 5 cases diagnosed as schizo- 
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phrenia, and 2 cases with miscellaneous di- 
agnoses, making a total of 50. The entire 
group of et’ .:-treated patients consisted of 
20 males and °9 females, with an average 
age of 45.8, raging from 24 to 63. 

Administraiion of the Autonomic Test.— 
Technical details for administration of this 
test, which consists principally of following 
the systolic blood pressure responses to in- 
travenous epinephrine and intramuscular 
mecholyl, may be found in our previous pub- 
lications(4, 6). 

Measures.—The “diagnoses” and “out- 
come with treatment” were obtained in the 


TABLE 4 


Autonomic Nervous System Groups IN RELATION TO DIAGNOSIS 


of mecholyl (on graph paper, with 0.25 inch 
squares, each square representing 6 mm. Hg. sys- 
tolic blood pressure and 1 minute of time). 

5. Fall: This was the difference between the 
basal blood pressure and the lowest systolic blood 
pressure reading obtained after the injection of 
mecholyl. 


RESULTS 


The distribution of the cases according to 
autonomic system groups may be seen in 
Table 4. 

The cases were divided into 2 classes, 33 of 
the reactions being classified in the “favor- 
able” groups and 16 in “unfavorable” groups. 


Groups 
A ~ Anxie. 

Diagnosis I Il-llI IV Vv VI VII Epi. ? Total 
Involutional psychosis .............. 2 II I I 15 
Manic-depressive-depressed ........ I 4 15 2 22 

I II 33 2 2 I 50 


same manner as described earlier in the 
paper. The method for classifying the blood 
pressure reactions into groups may be found 
in our previous publications. 

Because of the small number of cases in 
this sample, once the blood pressure grouping 
had been obtained, the cases were divided 
into “favorable” or “unfavorable” groups ac- 
cording to the rate of recovery with electric 
shock being high or low: “Favorable Groups” 
—Autonomic Groups VI and VII; “Un- 
favorable Groups”—Autonomic Groups I, 
II-III-IV, V. The following mathematical 
measures were also used(5) : 


1. Basal blood pressure: The systolic blood pres- 
sure in mm. Hg. after the patient had rested supine 
for 30 minutes, and prior to the injection of any 


g. 

2. Height of blood pressure rise after epine- 
phrine: The difference between the basal blood 
pressure and the maximum systolic blood pressure 
reading obtained after the injection of epinephrine. 

3. Time of homeostasis: This was the time the 
preinjection level of systolic blood pressure was 
reached following the injection of mecholyl. If it 
was not reached within the 25-minute observation 
period, it was scored “greater than 25.” 

4. Area: This was the number of squares be- 
tween the line representing the basal blood pres- 
sure taken at I-minute irtervals after the injection 


TABLE 5 


RESULTS WITH ETHER TREATMENT IN RELATION 
TO FAVORABLE AND UNFAVORABLE AUTONOMIC 
Nervous System REACTION 


Unim- Improve- 
Groups Improved proved ment 
“Favorable” ..... 18 15 54.5 
“Unfavorable” ... 2 14 12.5 


x?=788 P<.o1 


Eighteen (54.5%) of the 33 patients whose 
autonomic nervous system reaction was clas- 
sified as “favorable” were scored as “im- 
proved,” whereas only 2 (12.5%) of the 16 
patients whose autonomic nervous system re- 
action was classified as “unfavorable” were 
scored as “improved.” This difference was 
significant at better than the .o1 level (see 
Table 5). 

The cases were then divided into those 
scored as “improved” and those scored as 
“unimproved” regardless of autonomic group- 
ing. “T” tests for difference in significance 
of the means were then done for the age, 
basal blood pressure, height of rise in blood 
pressure after epinephrine, and the “fall,” 
“area,” and “time of homeostasis” after 


654 


INTRAVENOUS ETHER TREATMENT 


[ Mar. 


mecholyl. Only the variables of “basal blood 
pressure” and the “time of homeostasis” 


ment by decades over the past 100 years in 
one mental hospital, is a case in point. The 


marked increase in number of cases dis- 
charged from mental hospitals in recent years 
would favor the conclusion that modern men- 
tal hospitals with their cheery attitude of ex- 
pectation of improvement, combined with 


showed a significant difference between the 
2 groups. The “basal blood pressure” was 
higher and the “time of homeostasis” was 
longer in the “improved” cases as compared 
with the “unimproved” cases (see Table 6). 


TABLE 6 


IMPROVED AND UNIMPROVED ETHER-TREATED COMPARISON OF GROUPS ON BAsIS OF AGE AND AUTONOMIC 
Nervous SysTEM MEASURES 


Unimproved t 
(averages) 
1.48 


41.7 
131.13 2.35 
71.45 —.5455 
17.62 3.1577 
1.24 


31.06 
60.96 6741 


Improved 
(averages) 


Insignificant 
Significant 
Insignificant 
Significant 
Insignificant 
Insignificant 


DIscussIon 


The above findings are indicative that in- 
travenous ether is no more effective as a 
treatment for affective psychoses than intra- 
venous saline, and that electric shock is a 
significantly better treatment than either 
ether or saline. 

Since 37.8% of the patients with affective 
psychoses given intravenous ether, and 
52.9% of the patients with affective psychoses 
who were given intravenous saline showed 
sufficient improvement to leave the hospital, 
these results raise several important ques- 
tions: 

1. Is the improvement noted in these pa- 
tients due to the natural course of the illness? 

2. Does the infiltration of psychological 
techniques into the modern psychiatric hos- 
pital, with resulting better understanding and 
treatment of the patients, improve the rate of 
recovery above that expected in the natural 
course of an illness? 

3. Did the improvement occur because of 
the implications of, or overtones of belief in, 
the virtue of medical treatment (giving a 
drug), plus the values of the group setting 
and identifications and the total therapeutic 
atmosphere created ? 

Not enough is known about the natural 
course of psychiatric illnesses. Certainly it is 
difficult to compare statistics from hospital 
to hospital and from one era to another. The 
work of Bockhoven and Solomon(1), who 
have shown differences in rates of improve- 


permissiveness and attempts to help patients 
solve their problems by psychotherapy and 
social service resources, can explain the 
higher rate of improvement. Pollock(8) in 
1925 showed only an 8% rate of recovery at 
the end of 2 months for patients with manic- 
depressive illnesses, and only a 7% rate of 
recovery in the same period for those di- 
agnosed as having involutional psychoses. 
Our improvement rate with either ether or 
saline was much higher, and would favor the 
thesis of the modern hospital accounting for 
the difference. However, this cannot be defi- 
nitely substantiated. 

An additional factor that must be dealt 
with in evaluating the results reported in this 
paper is whether or not the combination of 
placing these patients in groups, giving them 
special attention, and then actually giving 
them a drug, would be of sufficient psycho- 
logical importance to account for some of 
the improvement. Unfortunately it was not 
practicable to have another matched group 
of patients who received no treatment except 
hospitalization, with which to compare our 
other groups. The present study, which was 
designed to test the relative effectiveness of 
intravenous ether as compared with intra- 
venous saline and electric shock ir the treat- 
ment of affective psychoses, can give no an- 
swers to the questions raised and discussed. 
However, they are of great importance to 
psychiatry and merit much study. 

Previously we reported on a test of the 
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autonomic nervous system(4, 6) in which 
certain physiological reactions were classified 
into numbered groups. Certain autonomic 
groups in which the recovery rate was low 
with electric shock were designated as “un- 
favorable” groups, whereas other groups in 
which the recovery rate was high with elec- 
tric shock were designated as “favorable” 
groups. This same test was performed on 
the patients who received intravenous ether. 
Of the group having the “favorable” auto- 
nomic nervous system reaction 54.5% showed 
improvement following intravenous ether, 
whereas of those falling into the “unfavor- 
able” autonomic nervous system reaction 
groups only 12.5% showed improvement 
with the same treatment. This difference was 
significant at better than the .o1 level. This 
indicates that patients whose autonomic nerv- 
ous system reaction indicated a favorable re- 
sponse to electric shock showed a higher per- 
centage of recovery with intravenous ether 
than patients whose autonomic nervous sys- 
tem reaction was such as to lead one to expect 
a low rate of improvement with electric shock 
treatment. 

This is evidence that the cases classified 
into the “favorable” autonomic groups have 
a higher recovery potential, and that the prin- 
cipal effect of electric shock treatment in such 
cases may be to telescope the illness. Shorten- 
ing the period of illness is an important 
factor. 

In regard to the mathematical measures 
used in connection with the autonomic test 
results, the “improved” group of patients 
showed a higher basal blood pressure and a 
longer “time of homeostasis” than the “un- 
improved” cases. While the “area” and “fall” 
did not show significant differences in the two 
groups, the trend was in the direction of a 
larger “fall” and “area” after mecholyl indi- 
cating a good prognosis. These findings were 
_ in accord with our previous findings in regard 
to electric shock therapy(6) except that the 
cases that responded to electric shock with 
improvement showed, in addition to a statis- 
tically higher basal blood pressure and longer 
“time of homeostasis,” a. statistically greater 
“fall” and “area” after the injection of 
mecholyl. 


SUMMARY AND CONCLUSIONS 


1. Seventy-three committed patients di- 
agnosed as having affective psychoses were 
divided at random into 3 treatment groups: 
one group received intravenous ether, one 
group intravenous saline, and a third group 
electric shock treatment. 

2. Of the 37 patients who received intra- 
venous ether 37.8% were scored as “im- 
proved” ; 52.9% of the 17 patients who re- 
ceived intravenous saline were scored as 
“improved”; and 89.4% of the 19 patients 
who received electric shock treatment were 
so scored. A comparison of the results ob- 
tained following intravenous ether and in- 
travenous saline showed statistically no sig- 
nificant difference. The improvement fol- 
lowing electric shock treatment was signifi- 
cantly higher than that obtained following 
either intravenous ether or intravenous 
saline. 

3. Twenty-two of the patients who failed 
to improve with intravenous ether were then 
given electric shock treatment, and 19 of 
these improved sufficiently to leave the hos- 
pital ; 7 of the patients who failed to improve 
with intravenous saline were then given elec- 
tric shock treatment and all 7 improved suf- 
ficiently to leave the hospital. A comparison 
of the results obtained by electric shock treat- 
ment alone with those obtained by a com- 
bination of ether and electric shock or saline 
and electric shock showed no differences con- 
sidered significant by statistical methods. 

4. Autonomic nervous system tests(6) 
showed that patients whose autonomic re- 
action was classified as “favorable” as far as 
electric shock treatment was concerned 
showed a higher rate of improvement with 
ether than did patients whose autonomic re- 
action would indicate a poor prognosis with 
electric shock treatment. However, the im- 
provement rate in the “favorable” autonomic 
group cases was poor as compared with the 
expected improvement rate of similar cases 
treated with electric shock treatment. 

5. It is concluded that intravenous ether as 
a treatment for affective psychoses showed 
no specific treatment effect that could not be 
obtained by intravenous saline, and that elec- 
tric shock treatment was a much more ef- 
ficacious treatment than ether in such cases. 
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My purpose in this paper is to present our 
experience in developing inpatient units for 
the treatment of psychiatrically ill adolescents 
at the Bethlem Royal and Maudsley Hos- 
pitals during the past 3 years. I shall focus 
particularly on the therapeutic and adminis- 
trative structure and the general dynamics of 
the wards rather than on specific problems of 
diagnosis, therapy, and outcome. 

It will perhaps be expedient to give a brief 
history of the 2 hospitals integrated as one 
postgraduate teaching hospital and associ- 
ated with the Institute of Psychiatry of the 
University of London. 

The Maudsley Hospital was established 
immediately after the first World War for 
the investigation and treatment of acute and 
recoverable cases of psychiatric disorders. 
It was, from its inception, associated with the 
University of London. 

The Royal Bethlem Hospital has a history 
going back to 1247, when the Hospice of 
St. Mary of Bethlem in London formally 
initiated the care of the mentally ill. The 
Bethlem Hospital has been continuously in 
existence since that time and its history is a 
chapter in the history of psychiatry. The 
hospital was rebuilt for the fifth time in 1932 
in wide and pleasantly wooded grounds 8 
miles out of London. The 2 hospitals were 
united in 1948 with the Health Act, with a 
Board of Governors directly responsible to 
the Ministry of Health, and the staff is com- 
mon to the combined hospital. At the same 
time the Institute of Psychiatry was estab- 
lished in the hospital as one of the Institutes 
of postgraduate medical training of the Uni- 
versity of London. 

From its inception the Maudsley Hospital 
dealt with children and a department was 
established in the charge of Dr. Mildred 
Creak in 1932. The present children’s de- 
partment was opened in 1939 but did not 
come into function till 1945 when the hospital 
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was reopened after the war. The present 
outpatient organization was established in 
1946(1) and the inpatient unit for children 
under 12 was opened in June 1947(2). 
Very shortly the problem of the adolescent 
requiring inpatient treatment became ap- 
parent. Our outpatient range in the chil- 
dren’s department went up to age 16 and we 
were able to admit only up to age 12. Pa- 
tients above 12 were admitted to adult wards. 
In 1948 it was pointed out that: 


The male adolescents are naturally active, self- 
assertive, and intolerant of adults. With the emo- 
tionally disturbed these qualities may be increased. 
Depressed or elderly patients in the ward are ex- 
asperated by the youths. Adults less ill may en- 
deavour to exercise a restricting influence and the 
adolescent may be subjected to an unreasonable 
amount of nagging and advice. Acutely disturbed 
patients may alarm or morbidly interest the youth. 
The sexual preoccupations of adults are freely 
talked over to the disadvantage of the youth, who 
may also be the focus of homosexual attachments. 

With adolescent girls the disturbing element in 
an adult ward is less obvious but the influence of 
adult patients more clearly seen in the girl herself. 
Girls readily substitute a morbid preoccupation with 
bodily sensations for the normal interest in their 
developing physique when subjected to the company 
of hypochondriacal women. This interest in disease 
tends to be a feature of a women’s ward and by 
extension includes childbirth, which is liable to be 
presented in a disturbing way to the adolescent. 

The gap between adolescents and children is, how- 
ever, greater, and the differences in their needs 
would, apart from other difficulties, make their care 
in a children’s block impracticable. 


Finally, in May 1949 the adolescent wards 
were opened. The boys’ was the first estab- 
lished at Bethlem in the charge of my col- 
league Dr. Warren(3), and the girls’ ward, 
initially half of an adult ward in Maudsley, 
was in the following year established in the 
same block. The ward organisation has been 
described by Warren, but I will briefly re- 
capitulate. The wards for boys and girls are 
situated at one end of a 2-story building, 
the boys above the girls. The patients section 
is T shaped. Single rooms open from all the 
limbs of the T and in each ward the main 
corridor widens into two alcoves with chairs, 
ping-pong tables, etc. At the base of the leg 
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of the T there is a large lounge playroom 
extending across the width of the building. 
Each ward—the boys by stairs—gives into a 
large garden playground, separate from the 
main grounds of the hospital. The boys’ 
contains a carpenter shop with adjacent scout 
room. There is good provision of bathrooms, 
etc., in each ward, and a wireless set and 
gramophone relayed through the 2 blocks, 
separate from the main hospital installation. 
The wards are modern, pleasant, and con- 
venient ; the structure is of a mental hospital 
—e.g., windows do not open fully, but this is 
little obvious. 

While before the wards were opened we 
seldom had in hospital in adult wards more 
than 4 of each sex, it was soon found that the 
16 beds in each ward were inadequate to deal 
with the cases requiring and likely to benefit 
from admission, and we eventually had to 
select the cases for admission. This selection, 
it was found, had to be decided on the basis 
both of the requirements of the patient and 
consideration of the group in the ward. Two 
or 3 turbulent or antisocial cases were as 
much as the ward group could contain. 

As far as possible we attempted to admit 
to these wards all cases within the age range 
of 12 to 16. Very acutely disturbed patients 
were transferred to a disturbed ward on 
occasions and those requiring insulin or con- 
vulsive therapy were usually dealt with in 
the appropriate unit in the hospital, returning 
to the adolescent unit after therapy. 

The case material contained a wide range 
of cases varying from the characteristic syn- 
dromes of childhood to the established en- 
tities of adult life. Anxiety and depression 
were relatively frequent in both sexes, not 
infrequently marked by hysterical phenom- 
ena. Mild hypomanic swings in hospital have 
been frequent of late. Obsessional patterns 
appeared sporadically either as transient phe- 
nomena or as part of a personality structure. 
Organic cerebral damage and cases showing 
unexpected cerebral dysrhythmia or latent 
epilepsy occurred rather more frequently. 
Several cases of childhood schizophrenia con- 
tinued to be studied in the unit, and Warren 
and I have reported on a number of acute 
adolescent psychoses(4). From the courts we 
received a number of delinquents of varied 
nature. Such were the more structuralised 


cases but a large proportion represented pu- 
bertal crises, problems of maturation and of 
family relationships. The family patterns 
were often severely disturbed, and we were 
led to the generalisation that the family 
situation not solved by the time adolescence 
was reached was rather more stubborn than 
that met with in the child guidance clinic. 
Our efforts were in these more frequently 
toward helping the patient to develop and 
mature his independence to an extent that 
would enable him to adapt. At the same time 
the psychiatric social worker was involved 
rather in helping the parents to sustain their 
developing offspring’s altered outlook. Oc- 
casionally parents also required psychiatric 
treatment. 

The administrative structure of the wards 
has been on the hospital pattern with modifi- 
cation necessitated by the different needs of 
the patients. In the boys’ ward the charge 
nurse is a selected male nurse with a back- 
ground of mental and general nursing, young 
enough to be sympathetic to the lads but 
secure in himself. His second in command 
is a woman nurse—she provides kindly care, 
occasional fussing, and represents a maternal 
figure in the unit. The young nurses are male 
and they appear to have been able to develop 
an easy “older brother” relationship with the 
ability to control the patients. In the girls’ 
ward the sister in charge and nurses are all 
female, and while the sister in charge, who 
has been young, interested, and sympathetic, 
has been able to fill her role as authority, 
confidante, and general mother figure, the 
younger nurses have found it more of a tran- 
sition from formal nursing to work in this 
ward. As might be expected, the ward be- 
comes a personality test for the staff, and the 
young nurses who have achieved emotional 
maturity meet the needs of the young girls 
with ease and interest, while those less secure 
are liable to attempt an authoritarianism 
rather than treat each situation according to 
its needs. 

In each ward the medical control has been 
divided and this has produced a situation of 
interest. A medical registrar with general 
psychiatric training and experience in the 
children’s unit has been appointed to each 
ward. In the boys’ ward it has been a male 
doctor and in the girls’ ward a man or 
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woman. The registrars have, in the main, 
had a psychotherapeutic interest and analytic 
training. In addition, my colleague has been 
in charge of the male ward and I of the fe- 
male. In each case a certain division of role 
has occurred between the senior and junior 
doctor. The junior has been deeply involved 
in the ward and the individual cases and the 
therapy ; he has held regular discussions with 
the nursing staff regarding attitudes and 
problems and has carried the individual and 
group therapy. ‘he senior doctor, though 
actively involved in the ward and possibly 
treating a number of cases himself, has been 
the figure of authority and control, in one 
ward by set plan and in the other in spite of 
himself. The junior doctor had on the whole 
at first found this a positive advantage as it 
allowed a simplification of the therapeutic 
situation, particularly in short-term therapy. 
During the latter part of his or her year in 
the ward the junior has, however, found this 
a slight disadvantage and preferred to take 
over the total psychiatric role rather than the 
simple psychotherapeutic role. 

In addition to the nursing and medical 
structure, with a psychiatric social worker 
and a psychological team, we have had the 
advantage of an active occupational depart- 
ment. Here it has been found desirable to 
have an individual occupational therapist at- 
tached to the ward. In the case of the boys 
a carpentry shop has been the focus of occu- 
pational therapy. 

Finally, we have been fortunate in estab- 
lishing a school in the unit. There is a full- 
time teacher in each ward and a headmaster 
focuses the work here and in the children’s 
block. The teachers have by plan been the 
link with the normal world. While they are 
kept in touch by the doctor and nurse with 
the individual stresses and problems, by the 
psychiatric social worker with the home, and 
while they receive the cooperation of the 
educational psychologists and combine with 
the O.T. in certain club organisation and 
ward activities, the teachers keep their sepa- 
rate role clear. In the classes they cultivate 
individual bent and provide formal education 
as far as possible along lines of interest. 
They organise outings to factories and places 
of employment or educational interest. They 
report objectively on behavior and attain- 


ment in terms of the normal situation, and 
when the patient is returning to school they 
visit and mediate the situation and do fol- 
low-up work. They frequently combine with 
the psychiatric social worker in arrangements 
for employment of those who have left 
school. 

To recapitulate the ward dynamics, the 
focus is the ward doctor who, in addition to 
his medical role in relation to the individuals 
and the group, carries the authority. This he 
initially tended to pass over to the charge 
nurse or sister or leave with his senior. Con- 
trol of the group was planned to be by per- 
sonal influence on the relatively small number 
of individuals. The nurses, who have all had 
the initial psychiatric training, have, in indi- 
vidual discussion on the ward, been guided 
in the main needs of children: the need to be 
valued and esteemed, the need for outlets 
physical, creative, and intellectual, and the 
need for a stable routine. To this they added 
the acceptance of disturbed behaviour as a 
symptom. In addition, it was found desirable 
to familiarise them with the problems oc- 
casioned by identifications and the apprecia- 
tion of roles that the patient would attach to 
them—to recognise that sudden hostility 
and resentment from a patient to whom a 
nurse had been particularly kind was not to’ 
be regarded as ingratitude but as more likely 
to relate to the youth’s previous experience 
of adults. Further, we emphasised the con- 
stant need of the adolescent for encourage- 
ment, direct and indirect, for a sense of 
achievement and for independence. Beyond 
this we did not aim to have the nurses psy- 
chotherapeutically too sophisticated, depend- 
ing rather on good personalities and general 
governing principles. 

In respect of formal group treatment, 
separate approaches were made in the 2 
wards. In the male ward the ward doctor 
tended to play an active part in the life of 
the ward—to be much in it, playing billiards, 
cricket, and chess with the boys. When 
familiar with the group he announced that 
there would be regular discussions with him 
—these were attended by most—and gradu- 
ally passed from discussion of ward rules to 
their own difficulties and their fellows. The 
younger members seemed to be left out and x 
or 2 older aggressive boys who were unpopu- 
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lar were unable to take the enlightened pres- 
entation of their insecurities and fell out too. 
There was left a dynamic formal group that 
continued with active therapy and individual 
sessions. General grouping seemed to be, 
on the whole, those who conformed, those in 
opposition, and the isolates. The isolates 
sometimes progressed through the opposition 
to the group that conformed. 

In the girls’ ward the original ward doctor 
established very early formal groups meeting 
regularly and carried on much of the therapy 
with this and individual treatments. The 
final pattern in this ward is, however, of more 
specific therapy with individual patients and 
broader general therapy through the ward 
situation and discussion of problems and dif- 
ficulties in human terms, with the doctor, 
governed by insight rather than in analytic 
terms. In fact a certain conservatism ema- 
nating perhaps from the 2 senior doctors is 
being approached with increasing experience 
by the ward doctors. 

The two ward groups, male and female, 
present some difference. The boys, though 
more active and mischievous, are more 
readily interested and employed if sufficient 
outlets can be provided. The girls are much 
more passive, and much more ingenuity is re- 
quired to involve them in interest and activi- 
ties. They would, on the whole, be content to 
get into huddles and giggle with each other. 
It has been our impression that we are much 
more ready to accept the normal trends of 
boys of this age than those of girls. Occupa- 
tional therapy, school, ward activities, and 
outings with a readiness to vary interest are 
essential. Play reading, dancing, child wel- 
fare talks all have a temporary interest but 
must be varied. 

The interaction of the wards is of interest 
and on the whole has not presented any ma- 
jor difficulty. The 2 groups do not meet ex- 
cept on combined club activities, ward parties, 
etc., to which one group may invite the other. 
Quite a lot of informal contact does take 
place through the corridors and by smuggled 
notes to which a blind eye is turned. The 
boys, however, are on the whole too im- 
mature to attract the girls’ interest, which is 
generally attached to a young doctor or male 
nurse or film star. The boys themselves may 
have romantic attachments to a nurse or a 


particular girl, but this has rarely created any 
real problem. On the whole, while the con- 
tiguity of the other group does in some ways 
overstimulate, our impression is that it dimin- 
ishes the development of homosexual feelings 
of any intensity. 

Such are the general structure and dy- 
namics of the ward. I have misled you, how- 
ever, if in outlining these features I have sug- 
gested that we do not make the widest ap- 
proach to our patients in the consideration of 
physical, social, and educational problems 
and whatever special treatments may be in- 
dicated in each case. 

Finally, I should express my thanks to Dr. 
Warren, whose observations I have utilised, 
and the other members of the group whose 
experience I have tapped in formulating these 
ideas. 
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DISCUSSION 


S. R. Stavson (New York, N. Y.).—Those of us 
who have been interested in the development of 
group psychotherapy are heartened by the fact that 
this method of treatment had found its place in 
countries other than the United States where it 
originated. Reports have come to us from a score 
or more of countries in Europe and South America 
reflecting the acceptance of group psychotherapy as 
a treatment technique. It still remains for many 
practitioners who use it as a blanket method to 
refine the applications of group psychotherapy to 
specific types of patients and clinical categories. 
Any method, no matter how sound its base, if 
employed by a psychotherapist who does not fully 
accept it or if it is applied to patients to whom it is 
not suited will yield either no or negative results. 
This awareness has been mirrored in a number of 
reports in recent years and has been the focus of 
attention at conferences and seminars dealing with 
group psychotherapy. 

The use of group therapy with psychotics is a 
comparatively new development and is at present 
employed in a number of different ways by different 
practitioners in accordance with their own experi- 
ence, training, and preferences. The “class method,” 
which consists of directed lectures and discussions, 
the “educational didactic” technique, activation 
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through music, free group discussions, analytic 
groups, psychodrama, recreation, films, and other 
visual aids have been employed. 

It is the conviction of some group therapists, 
among whom the present commentator is one, that 
the group approach in inpatient treatment of psy- 
chotics must include the total living situation in the 
hospital. If life in the hospital is to be viewed as an 
educational and reintegrational opportunity for pa- 
tients, as is becoming universally accepted, then the 
group approach described by Dr. Cameron is of 
extreme value. The fact that psychotic patients are 
given the opportunity to relate to one another in a 
protected and simplified social reality can have 
nothing but salutary effects upon the development 
of their capacity for object relationships and widen- 
ing comprehension of reality. However, in order 
to help the patient to return to the reality of the 
world, it has to be graded in difficulty for him in 
the hospital and, after release, to suit his slowly 
developing powers. The principle of graded reality 
is applicable here as it is in the education of the 
child. The opportunity to deal with such a graded 
reality in a continuing manner aids the ego integra- 
tion of the patient. Since, as is now generally ac- 
cepted, psychosis, though having many libidinal 
tinges, consists chiefly of the retreat of the ego 
from reality, such social experience is of inestimable 
value. 

Dr. Cameron’s paper illustrates very well indeed 
how the social and interpersonal relationships in the 
hospital among patients, and among patients and 
staff, can aid in the ego reintegration of the psy- 
chotic. The primary relationships of childhood that 


were disturbing and destructive can now, to some 
degree, be corrected through the acceptance and 
understanding of the sisters and nurses as good 
parent figures, and as a result also of the patients’ 
feelings toward one another as siblings. The love 
and warmth that the psychotic craves are found 
here in a constructive manner. 

Workers have long realized that the progressive 
hospital is a real opportunity for therapy through 
living—and loving—and therefore must create a 
milieu and a culture in which patients can partici- 
pate as members of a family, though a large family 
it may be. The fact that a variety of occupations 
were supplied in Dr. Cameron’s practice created a 
culture that countered the patients’ tendency to with- 
draw into themselves and away from the actualities 
of life. The 3 major requirements of hospital treat- 
ment for mental patients—supplying affect gratifi- 
cations, strengthening of the ego, and increased 


- ability to deal with reality—are effectively described 


by Dr. Cameron in his paper. 

The separation of adolescents from adult patients 
is of special importance, a fact too frequently over- 
looked in many hospitals, largely because of eco- 
nomic reasons. Other advantages are in preparation 
of the patients’ families to receive and deal with 
them upon return, also the preparation of the pa- 
tients for jobs and occupations. Still another advan- 
tage is the controlled social contact between the 
boys and girls in the hospital. 

One wonders, however, whether better results 
could not be obtained by separating the hopelessly 
organic cases from those with a better chance for 
recovery. 
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PREFRONTAL LEUCOTOMY FOR THE ATTEMPTED PREVEN- 
TION OF RECURRING MANIC-DEPRESSIVE ILLNESSES * 


G. H. STEVENSON, M.D., ann A. McCAUSLAND, M.D., Lonpon, Ontario 


In the earlier decades of the present cen- 
tury there was considerable discussion on the 
possibility of preventing recurring manic- 
depressive illnesses, particularly by heavy 
bromide sedation or by some variation of the 
“sleep” treatment. Psychiatrists were aware 
that most individual attacks tended to spon- 
taneous recovery, aided by the continuous 
water bath and good nursing, but they hoped 
to find some method of “aborting” such at- 
tacks at their onset in order to prevent the 
constant insecurity and stress which surround 
such patients and their families. 

No satisfactory method was found, as has 
been evidenced by the absence of discussion 
on this matter in recent years and the absence 
of psychiatric literature relating to it, al- 
though most textbooks of psychiatry continue 
to give lip-service to this almost forgotten 
hope. This psychiatric pessimism also ex- 
tended to the belief that, once a diagnosis of 
manic-depressive psychosis was made, future 
attacks were almost inevitable, in spite of the 
fact that some studies indicated that slightly 
less than half of these patients ever have 
more than one attack(1I, 2). Our own ob- 
servations lead us to concur with published 
findings. 

The introduction of a new set of psychiat- 
ric therapies in recent years, such as the 
insulin coma and convulsive therapies and 
psychosurgery, has given a new stimulus to 
therapeutic interest in the psychoses, with 
results that are generally gratifying. Many 
schizophrenic and most manic-depressive pa- 
tients who did not respond to the more con- 
servative therapies have been helped by these 
newer therapies. In many cases the duration 
of the illness has been shortened, or the symp- 
toms have been rendered less severe, and 
there is no doubt that many patients who 
otherwise would have had a lifetime of men- 
tal illness owe their improvement or recovery 


1 Read at the 108th annual meeting of The Ameri- 
can Psychiatric Association, Atlantic City, N. J., 
May 12-16, 1952. 
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to convulsive therapy, insulin coma therapy, 
or psychosurgery. 

The excellent results of electroshock in 
affective psychoses in our clinic at the On- 
tario Hospital, London, led us to hope that 
recurring attacks might be prevented by some 
modification of this therapy, and we formu- 
lated the theory of “prophylactic electro- 
shock,” the results of which have been pub- 
lished (3, 4). The theory can be stated briefly. 
Knowing that affective illnesses are often 
quickly cured by electroshock, and assuming 
that such attacks are the result of a build-up 
in emotional tension (usually an increasing 
sense of frustration), we hypothesized that 
electroshock administered at monthly inter- 
vals after recovery from the last attack should 
dissipate new accumulating tensions before 
they could become clinically visible as another 
attack. The rationale for the effectiveness of 
convulsive therapy is still uncertain but we 
assume that convulsive therapy produces 
electrochemical changes that still need to be 
defined. 

Our 5-year study of a cooperative group of 
patients (now extended to 7 years), com- 
pared with a group of controls, has convinced 
us of the real value of this method, which has 
had confirmation in various other centers. 
Nevertheless, “prophylactic electroshock” is 
not a pleasant or easy method of preventing 
recurrences and better methods should be 
sought. 

When prefrontal leucotomy was made 
available at our clinic, we selected for this 
operation certain patients who had failed to 
recover on electroshock or insulin coma, or 
who were considered unsuitable for these 
treatments. A number of these were of the 
affective type and had received only moderate 
help from electroshock. Others would recover 
only to relapse as soon as electroshock was 
discontinued. However, following leucotomy, 
some of these patients made excellent clinical 
recoveries. In due course they were able to 
leave the hospital and become successfully re- 
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established in their homes and their previous 
work. 

At this point we should like to interpolate 
the comment that we fail to understand the 
criticism of leucotomy offered by some clinics 
that leucotomized patients are likely to suffer 
serious personality deficits. From our per- 
sonal experience of more than 100 cases we 
can only say that we have never seen a patient 
made worse mentally by the operation, and 
the patients who have recovered have for the 
most part been fully restored, although some 
degree of apathy has occasionally persisted 
for varying lengths of time after the opera- 
tion. Perhaps the clinics that have had un- 


TABLE 1 


began to hope that another method had been 
found for preventing recurrences. There is 
still no recurrence in any of these patients, 
approximately 4 years after the leucotomy. 
This is not proof that the recurring tendency 
has been completely broken but at least it 
is encouraging evidence to support our 
hope(7). Summaries of the 6 cases follow. 

Case 1.—M. D. Adm. 12/16/42. One previous 
attack. Present illness began several months ago, 
excitement followed by depression. Depression con- 
tinued in hospital with improvement under electro- 
shock, always followed by relapse. Leucotomy 
4/29/48. Rapid improvement. Left hospital 6/23/48. 
Gradually resumed former activities as music 
teacher, church organist, and work in music shop. 


Manic-DepressIvE PATIENTS LopoToMIZED IN 1948 FoR FREQUENTLY RECURRING OR 
Continuous ILLNESS 


Total 
months 
in 
Previous before 
Name a’ lobotomy 
2 50 


satisfactory clinical results have been using 
a too radical operative procedure. Our leucot- 
omies have all been performed by Dr. K. G. 
McKenzie of Toronto(5), or under his im- 
mediate direction, by the use of a very con- 
servative technique and a special instrument 
that causes minimal trauma. We have had 
no deaths in our series and only one patient 
has had persistent epileptiform seizures(6). 

Among the patients leucotomized in 1948 
were 6 manic-depressives who had failed to 
make complete recovery followiug electro- 
shock and consequently required almost con- 
tinuous hospitalization, or (in one case) re- 
lapsed shortly after each recovery. In this 
group of 6, all symptoms subsided within a 
few weeks or months of the operation and all 
were able to return to their homes (see 
Table 1). 

Although naturally gratified with the clini- 
cal outcome in these 6 cases, we wondered if 
symptoms would recur as had invariably hap- 
pened when electroshock had been used. As 
time went on and symptoms did not recur we 


Total 
months in 
Date of other Subsequent 
lobotomy lobotomy history 
June 4 2 No recurrence 
June 24 3 No recurrence 
July 22 4 No recurrence 
Aug. 5 2 No recurrence 
Aug. 26 2 No recurrence 
Nov. 18 4 No recurrence 


Case 2—E. T. Adm. 7/4/42. A former school- 
teacher. Remained mute and retarded for one year. 
Depressions and excitements followed with rela- 
tively well periods. Tendency to increasing violence 
in hospital. Leucotomy 6/24/48. Went home 9/11/- 
48. No mental symptoms since. 


Case 3.—N. S. Adm. 1/11/43. Became depressed 
after retirement as schoolteacher and loss of money. 
Periods of improvement but not lasting. In better 
periods worked in hospital library. Could not be 
kept stable on electroshock. Leucotomy (unilateral) 
7/22/48. Left hospital 11/3/48. Bright, cheerful, 
and active. Interested in new job and cultural ac- 
tivities. 

Case 4—M. M. Adm. 5/15/46. Admitted in 
very excited state. With only moderate improve- 
ments in spite of intensive electroshock, excitement 
and violence continued until leucotomy 8/5/48. Left 
hospital 9/29/48. Has been quiet and well adjusted 
at home. Takes normal interest in local activities. 


Case 5.—A. L. Adm. 3/6/47. Five admissions in 
previous 6 years. All manic attacks and consider- 
able instability during the intervals while at home. 
Could not be persuaded to cooperate with prophy- 
lactic electroshock. Leucotomy on last hospitaliza- 
tion 8/26/48. Went home 10/24/48. Well since. 
Living with married son since husband’s death. 
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Case 6.—T. R. Adm. 10/28/46. Increasing and preleucotomy and postleuctomy history of 
decreasing manic symptoms. No lasting results (Cases 2 and 5. 
from electroshock. Leucotomy 11/18/48. Went I ‘Il be nd the h ‘ 
home 3/13/49. Apathy marked for several months. t will be noted that these patients were 
Now taking business course. leucotomized to terminate an unresolved ill- 


juan | Fee | mar |apR |may | sun | aus | sep | oct | mov | 
1942] 


Adm. visi; Depressed Ret’d Hosp. 


Trial 
Vi 


Hosp- Visit 


1943 


Episodic excitements and deprestions Ret’éd Hosp. 


Modest improvements Trial Visit 


Ret’d Hosp. Excitements with violence 


Excitements with periods of improvement 


Excitements Lobotomy Trial Visit Relexed, 


friendly, interested, enjoying home life. 


Becoming interested in former sociel activities. 


Happy, well-adjusted, working at times, no clinical 


symptoms observable. 
Fic. 1.—Case of E. T. Manic-depressive, depressed in 2 previous attacks. 


Figures 1 and 2 depict graphically? the ness or to terminate a succession of attacks. 
The secondary gain, the one we are stressing 
* Blacked-out areas cover actual time spent in hos- in this paper, is the nonrecurrence of illness 


pital. Height of blacked-out areas indicates severity 
Gone after it was terminated by the operation. We 


cited or depressed. The legends show treatment like to designate this use of leucotomy for 
given and other clinical aspects. preventing recurrences as “propyhylactic 


Frequentiy recurring excitements improved by ECT c 
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MAR | APR | MAY |JUN | JUL | AUG | SEP 


Continuous Hyperactivity 


1942 


in hospite! with each aftack. 


Received metrazol 


electroshock. 


with home conditi 


be satisfied 


Unstable, but stayed out of hospitel. 


1947 


Recommended for prophylactic electroshock 


did not co-operate. 


Lobotomy Trice! visit Relexed 


rather 


apathetic. 


Steady 


improvement. No recurrence 


of actual 


Made good adjustment 


mental symptoms. 


to family difficulties. 
Fic. 2—Case of A. L. Manic-depressive. All manic attacks with long prodromal period before 


leucotomy.” During the past 2 years, because 
of our success with the 6 patients described, 
we have been increasingly ready to select 
similar patients for leucotomy without the 
long period of waiting for therapeutic results 
from other forms of therapy. Also, patients 
who were used as controls during the pro- 


each admission. Unstable during intervals. 


phylactic electroshock study, and returned to 
hospital because of repeated recurrences, 
were recommended for leucotomy. 

Typical of this latter group is the case charted in 
Fig. 3. This man had several manic attacks over a 
period of years but was quite well between attacks. 
He had declined “prophylactic electroshock” after 
previous admissions, each of which had been pre- 
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APR | MAY | JUN | JUL | AUG | SEP | OCT 


Quite well between cttacks Each attack preceded 


by rather long period of increasing activity. Acute excitement 


Receives ECT Recommended prophylactic shock but did not 


co-operate. sidered to be quite well 


Tria 
Another attack beginning. Dangerous. Lobotomy. Vielt 


1952 


Free from symptoms. 
Fic. 3.—Case of C. B. Manic-depressive. Previous manic attacks in 1934, 1935, and 1939. 


ceded by a long prodromal period of increasing TABLE 2 
activity, threats, and potential violence. On his last 
hospitalization, leucotomy was performed one month HosPIraizep Patients Lo- 
after admission, even though he would probably ws 194 Pon aig ee 
have made a spontaneous recovery within a few ee ee 
months. The leucotomy was performed in this case 
not so much to terminate his illness as to prevent Lebo 
future illnesses. / wy 4 

Another patient of particular interest to us is 
shown in Fig. 4. She came under our care in 1942 7/ - 148 
after several previous manic attacks for which she 8/ 5/48 
was hospitalized in another province. Electroshock 8/26/48 10/24/48 
failed to do more than afford temporary relief and 11/18 148 113/49 
from 1942 until 1951 she was in hospital, much of the 2/15/49 . te /49 
time having acute manic symptoms. Relatives were 11/10/49 5/ 4/50 
urged to consent to leucotomy in 1948 when the 6 1/27/50 6/10/50 
patients earlier described had their leucotomies, but ; a/ 8/s1 1/18/52 
they declined. In 1951 they finally consented and 3/ 9/51 8/16/51 
the patient had her leucotomy in March 1951. She . BA. 3/30/51 9/15/51 
left the hospital in September 1951 and has been MS. 6/ 1/51 8/22/51 
entirely free from symptoms since that date. a 8/ 8/51 

Between 1948 and 1951 inclusive we have Ew 
performed leucotomies on 22 patients such as dhe Ge, 7/11/51 
are described in this paper, all manic-depres- 1o/ 5/51 11/ 4/51 


sive with a history of repeated attacks or a 10/ $/st 11/ 2/5t 
. LK. 10/ 5/51 5/51 
ong hospitalization with exacerbations and oe 11/30/51 


recessions of symptoms (Table 2). Eighteen we A 12/14/51 
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of these 22 patients have recovered suffi- 
ciently to leave hospital, and to the present 
date none has had a readmission to a mental 


still a possible candidate for placement at 
work in the community. 
It should be noted that 13 of these 22 pa- 


JAN | FES | MAR | APR | MAY 


JUN 


JUL | AUG | SEP | OCT | NOV | DEC 


Constant 


excitement. 


Periods of temporary improvement, but never 


well enough fo leave hospital. 


Hed considerable ECT 


but never able to hold improvement. Required 


@ grect deal of nursing care, in improved pericds 


wes pleasant and showed no real deterioration. 


Relatives urged to consent to lobotomy, but declined. 


Condition continued with recessions and 


execerbetions. Pressure kept on relatives to consent to 


lobotomy. 


in excelient mente! heaith. 


Lobotomy. Rapid improvement. 


Trial Visit. At home 


Fic. 4.—Case of B. A. Manic-depressive, all manic attacks. Several attacks in years 
preceding this record. 


hospital. Of the 4 patients unable to leave 
hospital, 2 have strong schizoid components, 
one was operated on only in December 1951 
after 30 years of recurring attacks. The 
fourth patient, although having had manic 
attacks for 12 years, is much improved and 


tients had their leucotomies in 1950 and 1951. 
This is much too recent to draw any con- 
clusions as to the nonrecurrence of affective 
illnesses. Our case really rests on the 6 pa- 
tients in 1948 who have been free of recur- 
rences for approximately 4 years. The entire 
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list is submitted in Table 2 to show that none 
of those who recovered and left hospital has 
yet had a recurrence, but more particularly to 
be used as the basis of a future report at the 
end of a much longer period of observation. 


DIscussION 


Why does standard leucotomy have such 
favourable effects, not only in relieving very 
resistant symptoms, but also in the prevention 
of recurrences? 

Again we revert to the etiological theory 
expressed earlier in this paper, namely, that 
most manic-depressive attacks are the result 
of chronic sustained frustration—a frustra- 
tion of the youthful hopes and mature desires 
of normal but sensitive people, who see no 
prospect of ever achieving their desired 
objectives. Severance of the fronto-thalamic 
fibres appears to reduce this sensitivity suf- 
ficiently to prevent any strong feeling of 
frustration. Consequently the patient has no 
need to overcompensate by a manic attack or 
to display his grief by a depressed attack, or, 
for that matter, to indulge in the related alco- 
holic excess or the suicidal attempt. 

Those of us who believe that affective ill- 
nesses are caused by chronic frustration act- 
ing on sensitive constitutions expect to see 
the ultimate solution of this problem by the 
strengthening of the personality by better 
mental hygiene practices, by the attainment 
of a more congenial and healthful environ- 
ment, and by better types of psychotherapy 
than are now available. New chemical agents 
may ultimately become our best therapeutic 
aids to strengthen personality and to modify 
personality reactions. 

For the present, all we can say is that the 
old pessimism concerning the inevitability of 
manic-depressive recurrences and the old 
hopelessness in the face of such recurrences 
are no longer warranted. “Prophylactic elec- 
troshock” and “prophylactic leucotomy” are 
effective, but they are crude and violent 
therapeutic procedures. Continued research 
in this field should ultimately bring rich 
results. 

One further word as to the indications for 
“prophylactic electroshock” and “prophylac- 
tic leuctomy.” We believe that our original 
criteria are still valid, viz., that persons hav- 
ing 2 or more affective illnesses within a 5- 


year period are candidates for “prophylactic 
electroshock.” A single shock should be ad- 
ministered each month for the ensuing 5 
years after discharge from hospital, although 
during the fourth and fifth years the interval 
may be increased to 2 or even 3 months if 
the patient is stable. After 5 years the in- 
terval between “prophylactic shock” treat- 
ments can be still further increased. 

“Prophylactic leucotomy” should be re- 
served for patients in the same category who 
have a marked aversion to electroshock or 
who are unsuitable for electroshock for 
physical reasons, or who do not cooperate 
with “prophylactic electroshock” and thus 
become a repeated hazard to themselves or to 
society. “Prophylactic leucotomy” is also 
indicated for patients with affective psychoses 
who do not make a complete recovery under 
therapeutic electroshock or who relapse each 
time electroshock is discontinued. 


CONCLUSIONS 


1. Evidence is presented to indicate that 
recurring manic-depressive illnesses are not 
inevitable. 

2. “Prophylactic electroshock” prevents 
some recurrences, but the method requires 
the prolonged cooperation of the patient and 
is often distressing and distasteful to the pa- 
tient. Moreover, electroshock is not without 
its own hazards. 

3. “Prophylactic leucotomy” also prevents 
some recurrences. It does not require the 
continued cooperation of the patient. Fol- 
low-up studies in our series of cases indicate 
that no patient has had a recurrence of symp- 
toms, the maximum length of postleucotomy 
observation being approximately 4 years. A 
longer period of study is, of course, neces- 
sary, and we propose to follow these patients 
through our aftercare department for many 
years. 
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Lawrence C. Koxs, M. D. (Rochester, Minn.) .— 
The authors have addressed themselves primarily 
to the question of prevention of recurrent manic- 
depressive illnesses by use of leucotomy. They have 
also remarked on 2 other problems that all investi- 
gators into the effect of this procedure must con- 
sider: (1) the effect on the course of illness and 
(2) the appearance of deficits in personality as a 
result of the lesions produced in the frontal lobes. 

It is difficult to discuss with any certainty the 
technique employed by the authors to study the 
patients before or after leucotomy. A summary of 
the methods and findings of others, namely Stengel 
and Partridge of England, may aid in the estima- 
tion of the present state of knowledge and the differ- 
ent opinions that now exist among various workers. 

The reports by Stengel and by Partridge are of 
particular interest in that these authors were re- 
sponsible for neither selection of patients for opera- 
tion nor follow-up care. Each performed his follow- 
up study by personal examination of the patient as 
well as by interviews with the patient’s family and 
associates. Both, then, may be considered to be 
disinterested observers. 

Stengel observed 16 patients who had recurrent 
depression, 1 who had recurrent mania, and 24 who 
had both manic and depressive phases. Among the 
16 patients who had recurrent depression, leucot- 
omy induced full remission in 13, mitigation in 2, 
and no change in the other. Ability to work post- 
operatively was the same in 4, was reduced in 9, 
and 2 were unemployed. Three patients in this 
group exhibited gross antisocial behavior after 
operation, but each had exhibited thought content 
of an aggressive nature with hostility against the 
environment before leucotomy. 

The patient who had recurrent mania and anti- 
social tendencies did not require hospitalization in 
his mitigated state after operation, although he 
caused constant irritation and annoyance to his 
relatives. 

Among the group of 24 patients who had both 
manic and depressive phases, full remission was re- 
ported in 18. The outcome was more satisfactory 
in patients who had predominantly depressive ill- 
ness (13 full remissions of 14) than in patients who 


had predominantly manic illness (only 5 full re- 
missions of 10). Only 1 patient had a relapse and 
his disease was less severe than before. In 2 pa- 
tients who had predominantly depressive illness, 
fragmentation of the depression appeared to have 
been accomplished, with the result that although 
attacks still occurred they were shorter and were 
mitigated. Nine of these 24 patients returned to 
full work and 6 returned to a lower level of occu- 
pation; 4 were unemployed and 7 displayed anti- 
social changes in personality. 

Stengel stated that follow-up examination in all 
but 5 patients revealed features of the well-known 
changes in personality that follow lesions of the 
frontal lobe. In only 2 patients who had regular 
periodicity in their illness did the severe periodic 
depression recur. 

Partridge reported a similar experience in 47 pa- 
tients who had recurrent affective disorders. Forty- 
four survived, 28 had sustained recoveries, and 7 
relapsed. Neither the age at occurrence of the first 
attack nor the frequency of preoperative recurrences 
appeared to influence postoperative recovery. How- 
ever, patients whose disease was of short duration 
(less than 3 years) were more likely to recover 
than those who had an illness of long duration. 

Partridge declared that the presence of manic 
features is an ominous sign regardless of whether 
the patients were operated on during or between 
manic phases. One patient who had only recurrent 
manic attacks persisted in his illness although the 
attacks were modified. Nine patients who had 
manic-depressive psychosis displayed persistent or 
recurrent manic phases and had to remain in the 
hospital. Among the other 6 patients who had 
manic-depressive psychosis, 1 suddenly became 
manic 18 months after operation and 3 relapsed into 
hypomanic states. Of 6 patients who presented 
anomalous features, mania was slightly modified in 
2 and a third relapsed into depression and elation. 
One patient who had recurrent depression relapsed 
into mania. 

Partridge concluded that leucotomy does not con- 
trol fully either phase of manic-depressive psychosis 
but that the manic elements are checked less easily 
than the depressive. 

The reports of Dr. Stevenson and his associates, 
of Stengel, and of Partridge indicate that leucotomy 
prevents recurrences of outspoken depressive attacks 
in many patients for as long as 2 to 4 years. The 
British experience apparently shows, however, that 
defects in personality caused by the operative pro- 
cedure are evident in the majority of patients. Those 
patients who display manic swings have a relatively 
poorer outlook for social adjustment outside the 
hospital than patients who have recurrent depres- 
sion. A certain number of patients who have manic- 
depressive psychosis and who have aggressive 
thoughts prior to operation are likely to exhibit 
frank antisocial behavior after leucotomy. 
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AN EVALUATION OF THE USE OF TETRAETHYLTHIURAM 
DISULFIDE IN THE TREATMENT OF 560 CASES OF 
ALCOHOL ADDICTION 
EBBE CURTIS HOFF, M.D., ann CHARLES E. McKEOWN, M.D., RicHmonp, Va. 


Since the discovery that tetraethylthiuram 
disulfide (TETD) is a potent anti-alcohol 


drug, it has been used by many groups as an 


adjunct in the treatment of chronic alco- 
holism. We have had occasion to employ this 
drug for almost 3 years. During this period, 
685 patients have volunteered to take TETD 
while under treatment in the Division of 
Alcohol Studies and Rehabilitation service at 
the Medical College of Virginia Hospital in 
Richmond. The present report concerns the 
first 560 TETD patients, and 232 control pa- 
tients who were in the hospital during the 
same period. 


SELECTION OF PATIENTS 


All patients were admitted to the service 
on a voluntary basis and were not given 
TETD unless they so requested. Patients 
with renal, hepatic, cardiac, pulmonary, or 
metabolic dysfunction were not offered the 
drug. Patients with obvious mental deteri- 
oration, severe neuroses, or psychoses, were 
likewise eliminated. Very few persons over 
60 received TETD for one or more of the 
above reasons. All patients were given liver 
function tests, which included cephalin-cho- 
lesterol flocculation, bromsulphalein, serum 
bilirubin, and thymol turbidity tests. Renal 
function tests included urinalysis, phenosul- 
phophthalein test, blood urea nitrogen, and 
12-hour Mosenthal test. Complete blood 
counts and serology were done routinely. 
Each patient received a chest x-ray and an 
electrocardiogram. Fasting blood sugar was 
measured in all patients. Physical and psy- 
chological evaluations were made and patients 
received psychometric tests and electroen- 
cephalograms as indicated. As stated, patients 
with obvious physical or mental abnormalities 
were eliminated from the TETD group; only 
11 were denied TETD on psychological MF 
grounds. 


1 Read at the 108th annual meeting of The Ameri- 


can Psychiatric Association, Atlantic City, N. J., 
May 12-16, 1952. 
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METHOD OF STUDY 


Each TETD patient was given 1.5 gm. on 
the first day, 1.0 gm. on the second day, and 
0.5 gm. on the third and fourth days. This 
was reduced from an earlier dosage of 2 gm., 
I gm., or 0.5 gm. because the initial reactions 
were too severe, and because many of the 
patients developed undesirable side-reactions 
when taking the larger doses. These con- 
sisted of lower abdominal cramps, headache, 
dizziness, and nausea. Most of the side-re- 
actions have been eliminated by reduction of 
dosage. On the fourth day, the patient was 
placed flat in bed and given a dose of whis- 
key. Initially we administered as much as 50 
or 60 cc. but the reactions were so severe as 
to necessitate the patients’ remaining in the 
hospital for 1 or 2 extra days. Accordingly, 
the dosage was reduced to 30 cc. This pro- 
duces a fairly satisfactory reaction in most 
individuals and, in those in whom it does not, 
an additional dose is given subsequently. The 
physician or nurse remains with the patient 
for the entire reaction and checks the blood 
pressure, pulse, and respiration every 5 min- 
utes. These are recorded together with the 
subjective symptoms. 


THE REACTION 


In the average or moderately severe re- 
action, there is a fall in systolic and diastolic 
pressures of 20 to 60 mm. of mercury with a 
concomitant rise in the pulse rate to about 
120 per minute. The respiratory rate usually 
rises also. The patient ordinarily feels quite 
well within an hour from the time of adminis- 
tration of the whiskey. A critical reaction is 
one in which the pulse rises and then falls 
with the blood pressure, resulting in dire 
shock. This always necessitates prompt anti- 
shock procedures consisting of elevating the 
foot of the bed, intravenous fluids, adrenaline 
in small, frequent dosages, and oxygen. We 
have used intravenous iron and ascorbic acid 
but have not found these to be as effective as 
adrenaline. Galvanic leg muscle stimulation 
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has also been useful in controlling shock. 
Only one reaction is given and its purpose is 
an indoctrination only. The reaction is in no 
sense a conditioned stimulus nor does TETD 
administration constitute a true “aversion 
treatment.” TETD does not create distaste 
for alcohol itself. 

The 560 TETD patients were divided into 
3 groups: (a) the mild reactors, (b) the 
moderately severe reactors, and (c) those 
requiring antishock treatment. This division 
was based on subjective symptoms and ob- 
jective findings during the reaction. Eighty- 
seven percent of our patients had facial flush- 
ing, 61% became dyspneic, 53% had palpita- 
tion, and smaller percentages had headaches, 
generalized flushing, blurring of vision, weak- 
ness, dizziness, nausea, drowsiness, cough, 
and extrasystoles. One patient developed 
generalized epileptiform convulsions during 
the procedure. He had had electroshock 
therapy previously at another institution. It 
is our intention to analyze these patients at a 
later date to determine what effect, if any, 
the severity of the reaction has had on the 
course of the patient’s alcoholism. 

The treatment plan for all the patients in- 
cluded in this report involved hospitalization 
for I to 2 or more weeks at the onset of 
treatment, followed by outpatient care in the 
clinic and taking TETD for about a year. 
Most of the patients maintained full treat- 
ment. Therapy included necessary sedatives 
and other medical care, as well as group ther- 
apy during the hospital stay and individual 
psychotherapy in the outpatient clinic. The 
usual daily maintenance dose of TETD was 


0.25 gm. 


EVALUATION OF THERAPY 


In several particulars, the group of 560 
patients receiving TETD may be significantly 
differentiated from the control group of 232 
patients. As Fig. 1 shows, the TETD pa- 
tients constitute a younger group than the 
control group. In this chart the percentage 
of cases in each 5-year age category is plotted, 
the broken line connecting the points for the 
TETD group, the solid line for the control 
group. The peak of the TETD curve falls at 
the 35-39 year age category while that for the 
controls is between 40 and 44. 

The greater shift to the left of the TETD 


curve than in the control curve may result 
from a selective process in which younger, 
healthier, more courageous, and more highly 
motivated patients choose a somewhat awe- 
some and fearful therapeutic adjunct that is 
denied to or rejected by older patients with 
more profound physical and psychological 
deterioration. It is of interest that propor- 
tionately fewer women are found in the 
TETD group than in the control group, the 
proportion in the former being 89.3% males 
and 10.7% females and the latter 82.8% 
males and 18.2% females. 


AGE DISTRIBUTION OF TETOLCONTROL GROUPS 


Shes 


% OF CASES IN EACH AGE GROUP 


AGE GROUPS (YEARS) 
Fic. 1. 


Any attempt to evaluate results of therapy 
of alcoholics presents several difficulties. A 
limitation in our series arises from the fact 
that the data still cover a relatively short 
period, no case being continued from a period 
earlier than June 1949. Another difficulty 
concerns the criteria by which therapeutic 
progress may be measured. Some of the most 
realistic criteria elude objective and math- 
ematical handling and are therefore of 
limited value. An obvious criterion that per- 
mits quite objective treatment is that of 
abstinence from alcohol. We are dealing here 
with a criterion with several defects and one 
that perhaps overbalances the emphasis on 
the drinking in the patient’s total problem. 
However, it may be valid and instructive to 
present an analysis of the results of therapy 
in the control and TETD groups using this 
criterion. 

Following is a classification of treatment 
results : 

Class I comprises patients reporting total 
abstinence since the onset of treatment. 

Class II includes patients who have main- 
tained abstinence with but a single relapse. 
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Class III includes those patients who have 
not maintained abstinence but who have 
shown improvement as measured by wider 
spacing of drinking sprees, better work rec- 
ord, and happier adjustment in home and 
community. 

Class IV consists of patients in whom no 
improvement can be seen. 

Class VI is a rather small class containing 
those patients, placed in the unimproved 
class in earlier appraisals, who have been con- 
tinuously abstinent over 6 months. 


TABLE 1 


CoMPARISON OF TREATMENT RESULTS BETWEEN 
232 ConTrot AND 560 TETD Cases 

Control TETD 
group 

% 

37-3 

20.0 

20.7 

13.7 

1.8 

5.4 


100.0 


Statistical analysis indicates that there is a very high 
degree of —_ that the difference in results in t 
TETD and control groups was greater than that which 
might be due to chance alone. The greater number of total 
abstainers in the TETD group could be expected to occur 
4 chance alone only once in a thousand such experiments. 

he same is true of Class II and Classes I, II, and III 
taken together. The difference in the number of “Unim- 
proved” patients might occur by chance as often as once in 5 
times and is not statistically reliable. Treatment failures 
are significantly greater in the “stopped treatment” and 
“not available’ members of the control group. (We wish 
to acknowledge our thanks to Dr. Thomas Thale and Mr. 
David Markinson, Department of Neurology and Psychiatry, 
St. Louis University, School of Medicine, for this analysis.) 


-20 
Not significant 


Delayed improvement.... Not significant 


T ....Stopped treatment.... -OO1 
NC ....Not available ¥ -O1 


Class NT comprises patients who discon- 
tinued treatment through self-discharge or 
other means. 

Class NC contains those patients whose 
status cannot be evaluated since contact with 
them has been lost. It may be reasonably 
assumed that classes NT and NC represent, 
for the most part, therapeutic failure. 

Using this classification, an appraisal made 
in January 1952 of cases accepted for treat- 
ment between June 1949 and October 1951 
permits a comparison between the treatment 


results of 232 control cases and 560 TETD 
cases, as seen in Table 1. 

In general, 78.0% of the TETD cases are 
classified as having benefited by treatment 
(Classes I, II, and III) while 47.8% of the 
control cases have benefited. 

Table 2 reveals that within both the TETD 
group and the control group male patients do 
better than females. 

Several factors may be responsible for the 
poorer therapeutic results in women than 
in men. One factor may relate to the greater 


TABLE 2 


CoMPARISON OF TREATMENT RESULTS BETWEEN 
MALEs AND FEMALES IN TETD Group 
AND Controt Group 


TETD Controls 


Males 
% 


60 
Females 
% 


40 
Females 
% 


28.3 27.1 10.0 
8.3 9.9 7-5 
30.1 13.5 17.5 
18.3 16.6 25.0 
1.7 1.6 5.0 
3.3 18.8 27.5 
10.0 12.5 7-5 


100.0 100.0 


100.0 


stigma attached to drinking and to alcoholism 
in women. The incidence of drinking and of 
alcoholism is lower in women than in men. 
Probably a more serious etiologic constel- 
lation must exist before a woman turns to 
heavy drinking and she is probably a sicker 
person before she seeks aid. It seems likely 
that a lower proportion of women alcoholics 
voluntarily appeal for professional help. 

It has been consistently observed that, 
in both the control and in the TETD groups, 
patients under 30 do less well than those in 
the thirties, forties, and fifties. While the 
number of cases in our series over 60 is yet 
too small for statistical handling (only 19 in 
the groups reported here), nevertheless these 
older patients have done surprisingly well. 
Eleven have remained completely sober; 2 
are in Class II and 3 are in Class IIT; only 1 
is in Class IV and 2 cannot be traced. 

Of the age categories where significant 
percentages may be derived, it appears that, 
in the control group, patients between 45 and 
49 years of age made the best performance. 
In the TETD group, the most favorable 
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Class % 
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I ......Total abstinence...... 11.78 

| IV ....No improvement...... 2.43 
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progress was made by the patients in the 4o- 
to-44-year age group (comprising 117 cases). 
Their record is as follows: 


In this group, 83.7% of all the cases bene- 
fited. So in our experience, the best progno- 
sis may be assigned to patients between the 
ages of 40 to 44 who take TETD and the 
poorest prognosis to women patients who do 
not take TETD as a part of treatment. 

A study of the control cases reveals a cor- 
relation between treatment outcome and the 
reason why TETD was not given. This is 
illustrated in Table 3. The group of patients 
who were disqualified have a much better 
record than those who declined TETD. It 
is suspected that these 2 groups of patients 
are differentiated from each other principally 
or in part on the basis of motivation. As seen 
in the table, 30.9% of those who declined 
discontinued treatment. The group denied 


TABLE 3 


CoMPARISON OF TREATMENT RESULTS BETWEEN 152 
Patients Wuo Dectinep TETD anp 69 Pa- 
Dentep TETD on PHySICAL OR 
PsycHoLocicaL GrouNDS 
Declined Denied 


33.3 
11.6 


17.4 
23.2 
0.0 
0.0 


14.5 


100.0 


TETD were a more highly motivated group 
who probably accepted the disqualifying dis- 
order as a challenge to seek a new way of 
life. 

In summary, TETD probably has 2 modes 
of therapeutic action: (a) it differentiates 
more highly from less highly motivated pa- 
tients, and (b) it helps to enforce a day-by- 
day discipline in which the patient must face 
himself and his daily problems soberly and 
on a reality basis. As an adjunct to a com- 
prehensive plan of therapy, therefore, TETD 
is of value in selected patients amenable to 
voluntary treatment. 
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WHAT HAPPENS TO ALCOHOLICS 
FREDERICK LEMERE, M.D., Seattie, Wasu. 


For many years, I have been curious about 
what eventually becomes of my alcoholic pa- 
tients. We, as psychiatrists, seldom have the 
opportunity to follow the lives of these pa- 
tients to their conclusion. Our contact with 
alcoholics is limited not only longitudinally 
but also in cross section for, obviously, only 
a small percentage of the total number of 
alcoholics consult a psychiatrist. 

How many alcoholics die from drinking? 
How many moderate or quit their drinking ? 
How effective is religion in helping the alco- 
holic? What percentage receive medical, 
including psychiatric and aversion, treat- 
ment? How many commit suicide or become 
psychotic? What percentage become derelict 
or divorced? What is the life expectancy of 
the average alcoholic? 

In an attempt to answer some of these 
questions, I have collected and analyzed dur- 
ing the past 6 years the life histories of 500 
deceased alcoholic individuals. These his- 
tories were obtained from patients who were 
queried as to the incidence and details of 
serious alcoholism in their grandparents, 
parents, aunts, and uncles. Antecedent rela- 
tives who were considered by the family to 
have been heavy but not problem drinkers 
were not included in this survey. Inasmuch 
as this investigation covers 2 preceding gen- 
erations, the effectiveness of modern medical, 
including psychiatric and aversion, treatment 
cannot be ascertained from these data. Since 
the treatment available to this group was 
very limited and seldom sought, this is essen- 
tially a control study of what happens to un- 
treated alcoholics. 

Table 1 summarizes the drinking history 
of this group of 500 alcoholics. In 142, or 
28% of these individuals, the drinking be- 
came worse until they finally died directly or 
indirectly from the effects of alcohol through 
violence or illness. In 49, or 10%, the drink- 


1 Read at the 108th annual meeting of The Amer- 
ican Psychiatric Association, Atlantic City, N.J., 
May 12-16, 1952. 

From the Department of Psychiatry, University 
of Washington School of Medicine, and the Shadel 
Sanitarium, Seattle. 
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ing gradually moderated until, at the time of 
their death, it had not been a serious problem 
for many years. In 35 of these 49 cases, the 
moderation was characterized by increasingly 
longer periods of sobriety, while in 14 the 
amount drunk and degree of intoxication 
abated to the point of normal drinking. The 
adage of “once an alcoholic always an alco- 
holic,” while true for the great majority of 
abnormal drinkers, does have just enough 
exceptions (3%) to tempt the alcoholic ad- 
dict to continue in his attempts to attain this 
state of grace. In 144, or 29%, the drinking 
continued essentially the same throughout 
their lifetime. One hundred and twelve, or 


TABLE 1 


DrinkKING History oF 500 ALCOHOLICS 


Drinking history 
Became worse 
Moderated 


Quit during terminal illness 
Quit exclusive of terminal illness 


TABLE 2 


ANALYSIS OF 53 ALcoHoLtics WuHo Quit ExcLusIvE 
or TERMINAL ILLNESS 


Abstinence attained 


Through religion 
After medical treatment 


22%, quit drinking as the result of a terminal 
illness that invalided them or threatened 
their life. Fifty-three, or 11%, stopped per- 
manently and exclusive of a terminal illness, 
the majority (33, or 63%) after the age 
of 45. 

Table 2 shows an analysis of the 53 who 
quit exclusive of a terminal illness. Thirty- 
six, or 68%, stopped drinking on their own 
without any known outside assistance. In 
the generations covered by this survey, re- 
ligion was often a powerful force in promot- 
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ing abstinence and 13, or 24% of these 53 
who quit, did so in response to spiritual con- 
version. Alcoholics Anonymous is, of course, 
the modern development of the spiritual ap- 
proach to the problem of alcoholism. Inter- 
estingly enough, although the A. A. is rela- 
tively new, 3 cases in this series had attained 
abstinence through the A. A. program. Four 
cases, or 8% of the 53 who quit, did so after 
medical treatment consisting of psychother- 
apy in 2 cases and aversion therapy in 2 cases. 
It must be remembered, however, that this 
survey covered 2 preceding generations when 
specialized medical help was limited and in- 
frequently sought for this problem. 

Table 3 shows the incidence of various 


TABLE 3 

CoMPLICATIONS OF ALCOHOLISM IN 500 CASES 
Complication No. % 


complications of alcoholism in this series of 
500 cases. Fifty-five, or 11%, committed 
suicide. As would be expected, a good many 
alcoholics end their career in this manner. 
They become trapped between the decreasing 
escape potentialities of alcohol and an in- 
creasing inability to face the trials and tribu- 
lations of life with suicide as the only way 
out. It is my belief that many alcoholics 
knowingly drink themselves to death as a 
suicidal equivalent. Twenty-eight, or 6%, 
died psychotic, most of them in an institution 
for mental illness. Ninety-six, or 19%, were 
divorced one or more times and 24, or 5%, 
became derelicts, dependent on others for 
their subsistence. 

Certain incidental observations were of in- 
terest. The average longevity of these 500 
alcoholics was 52 years. A surprisingly large 
number (16%) lived to an age of 75 or over. 
This was balanced by a large number (12%) 
who died quite young, 40 or less. Thirty- 
eight, or 8%, had histories of having stopped 
drinking for 3 years or longer only to relapse 
at some later date. These relapses, after long 
periods of abstinence, point out how meaning- 


less are evaluations of treatment based on fol- 
low-up studies of only a few months or a 
year or two. 


CONCLUSIONS 


1. Approximately 28% of all alcoholics 
will drink themselves to death, 7% will re- 
gain partial control of their drinking, 3% will 
be able to drink moderately again, and 29% 
will continue to have the problem of drinking 
throughout their lifetime. Twenty-two per- 
cent will stop drinking during a terminal ill- 
ness and 11% will quit drinking exclusive of 
a terminal illness. 

2. Most alcoholics who quit drinking will 
probably do so on their own without outside 
help (7% of this series of 500 cases). 
Spiritual reconversion has been the biggest 
help to alcoholics who have become abstinent 
(3% of this series). In the past medical 
treatment has been of some, but not great, 
help (1% of this series). 

3. The average life expectancy of these 
500 alcoholics was 52 years. Many alcoholics 
quit for prolonged periods of time only to 
relapse at some later date. 


DISCUSSION 


Dr. JosepH THIMANN (Boston, Mass.).—The 
most interesting group in this fascinating statistical 
report is that of the 53, or 11%, who became teeto- 
tallers without any terminal illness. This group 
comprises 36 cases (7% of the whole group of 
500) who achieved abstinence entirely on their own 
hook; 13 (2.6%) who responded to religious con- 
version and 4 alcoholics (almost 1%) who had been 
treated successfully by psychotherapy or conditioned 
reflex. 

Here, in this group, the finding that 7% of all 
the cases surveyed have achieved lasting abstinence 
deserves attention for more than one reason: First, 
because it compares so equally with the percentage 
of efficacy of psychotherapy, which is quoted as 
10% or at the most as 15% in the Social Work 
Yearbook for 1949. It would almost appear that 
the great investment of time, effort, and money that 
psychotherapy requires would be hardly justified, 
when 7% of rehabilitation is achieved without any 
outside investment. 

Secondly, the group of those Barons von Muench- 
hausen who pulled themselves up by their own boot- 
straps is interesting to compare with our own obser- 
vations. The Washingtonian Hospital has admitted, 
during the last 12 years, 10,500 patients, of whom 
over 40% accepted preventive therapy for chronic 
addiction, thus leaving approximately 6,300 alco- 
holics to their own devices. If 7% of these would 
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have been capable of lasting rehabilitation without 
outside help, they would have constituted the size- 
able group of 441. 

Unfortunately, our direct and indirect information 
regarding such self-helpers does not cover more 
than very few. I would guess that possibly the 
alcoholics reporting about their alcoholic relatives 
did not offer enough realistic data on this score. 
Finally, it is interesting to see that a majority of 
63% of the alcoholics who stopped drinking were 


45 or older. This coincides with our observation, 
namely, that alcohol addicts who developed their 
serious problems as late as in their fourth or fifth 
decade have enough emotional and social maturity 
to be promising. 

Regarding longevity, in our group the average 
age at the time of death was 41. The percentage of 
those who lived to be 70 or more was zero. The 
percentage of those who died at 40, or earlier, 
was 60%. 
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In recent years there has been a growing 
interest in the team approach for conducting 
research studies on human behavior, and 
several notable volumes (¢.g., 1, 5-8, 10-13) 
have resulted from the efforts of psychiatrists, 
anthropologists, sociologists, and psycholo- 
gists to work together as a team. Various mo- 
tivations that led to the team approach may 
be identified: for example, reactions against 
the professional provincialism exhibited by 
some researchers in each discipline; inad- 
equacy feelings with respect to the complete- 
ness with which one can describe ongoing hu- 
man social behavior ; and cross-education and 
scientific interaction between members of the 
various interested disciplines. Regardless of 
the motivations, the empirical results achieved 
are sufficiently impressive and important to 
justify some tentative systematic evaluation 
of this approach to a scientific description of 
human activity. 

In a paper prepared as a part of a panel 
discussion dealing with research methods for 
studying culture and personality, it would 
seem justifiable to consider the most impor- 
tant cultural pattern that has influenced the 
development of methods for studying the 
social life of man ; that is the cultural pattern 
labeled by the noun, science. The justification 
for such an approach lies in the fact that all 


1 The major portion of this paper was presented 
in March 1952 before the Southern Regional Re- 
search Conference on Scientific Method, jointly 
sponsored by The American Psychiatric Association 
and the Department of Psychiatry, Medical School, 
Tulane University. 

The concepts here presented were formulated by 
the author while working on the research program 
of the Neuropsychiatry Branch, Bureau of Medicine 
and Surgery, U. S. Department of Navy, under 
ONR contracts N onr 475 (O1) and N7 onr 434, 
T.O. 4. Captain George N. Raines (MC), USN, 
has served as technical officer to those projects, and 
this paper is one of a series of technical reports 
made under those contracts. The views presented 
herein are those of the author and do not neces- 
sarily reflect the opinions of the sponsoring agency, 
the Department of Navy. 

2 Director, Urban Life Research Institute, and 
Professor of Psychology, Tulane University. 


THE RESEARCH TEAM CONCEPT AND THE CULTURAL 
PATTERN OF SCIENCE? 


JOHN H. ROHRER, Pu. D.,2 New Orweans, La. 


reliable scientific methodologies that have 
been developed for studying social behavior 
are discrete instances of the more general 
method of science—i.e., the method of con- 
trolled observation: whether by direct ob- 
servation of behavior, and the influences that 
bring it about; or by indirect observations, 
through symbolic reports given by an ob- 
server—e.g., the use of informants, of clients, 
of interviews, of questionnaires and tests. 

This paper, first of all, offers a brief dis- 
cussion of the general cultural pattern of 
science, then discusses the more specific prob- 
lem of levels of scientific description, and 
then attempts to apply those 2 discussions to 
the concept of the “research team.” 


Tue CULTURAL PATTERN OF SCIENCE 


Science, the noun, refers to a body of stable 
beliefs that man has worked out through 
history, the stability of those beliefs being of 
crucial importance ; the beliefs through ex- 
perimental test after test cannot be disproven. 
Sometimes we refer to scientific beliefs as 
knowledge. Secondly, science refers to struc- 
ture ; the economy of essential and necessary 
notions required to relate the beliefs in the 
most precise manner possible. Sometimes 
this structure is referred to as theory. The- 
ories are characterized by change: changes 
in the structure of science that attempt to en- 
compass more bits of knowledge than that 
permitted by the older structure. No scien- 
tific statement can be made that does not have 
a reference to theory ; for any statement with- 
out that reference is meaningless. True, the 
researcher may not be aware of the theoreti- 
cal matrix responsible for his statement, 
which he feels is meaningful but which, at 
the same time, he feels has no theoretical an- 
tecedents. But, as psychiatrists were the first 
to point out, lack of conscious awareness is 
not a legitimate and valid argument to dis- 
prove the existence of stable beliefs that give 
rise to meaningful modes of action. Science, 
then, refers to an area of human activity en- 
gaged in to provide a wey for overcoming 
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man’s cognitive or knowing limitations. Sci- 
ence is distinctly a cultural pattern, and the 
methods and techniques of science are ele- 
ments of that cultural pattern. 

Scientists, generally, are concerned with 
the establishment of certain functional rela- 
tions holding between a dependent variable 
and one or more independent variables. In 
terms of those disciplines studying human ac- 
tion, the action itself is the dependent vari- 
able; the independent variables that we may 
manipulate in the experimental situation are 
such things as genetic background, age or sex 
differences, ethnic or other group identifica- 
tions, kinship systems, technological changes, 
degree of interconnections of nerve pathways, 
and so forth. 

Sometimes this relationship is symbolized 
in the form of a generalized equation, thus: 
A=f (M, G, IE, DM, PE, SS, Ps. . .) 

Where: 

A refers to human activity—the dependent vari- 
able that is a function, or resultant, of: M— 
motivational systems, G—genetic predispositions, 
IE—interpersonal environment, D M—differences in 
maturational level, PE—past experiences, SS— 


social structure, Ps—physiological environment, and 
so forth. 


In addition to the more directly manipula- 
table independent variables we may make at- 
tempts to manipulate indirectly, via the ma- 
nipulation of environmental independent vari- 
ables, certain hypothetical states because of 
the knowledge that they are related, in turn, 
to certain patterns of action—the dependent 
variable. These hypothetical states, which in- 
tervene in our equation between the depen- 
dent and independent variables—but are em- 
pirically related to both—are commonly 
labeled intervening variables. One of the most 
commonly used intervening variables in cur- 
rent human behavior sciences is that of mo- 
tivation. No one has seen a motive but, 
rather commonly, they are studied indirectly. 
The common example in animal psychology 
is that of the hunger drive or motive, which 
is assumed to be in the organism.* It is in- 


8 Technically, from a strictly scientific point of 
view, nothing is gained in the description of the 
relationship between “motive” and “action” by 
specifying the locus of the motive as being “in the 
organism.” Heuristically, it does serve a purpose 
for the “team-oriented” researcher, in that it may 
facilitate the working out of coordination definitions. 


directly manipulated by depriving the organ- 
ism of food for a given number of hours, and 
this operation is then related to observable 
changes in behavior. We can symbolize this 
set of operations by the following generalized 
equations : 

M=f (D) 

A=f (M) 
Where: 

M refers to motivational strength, the intervening 

variable; D refers to hours of food deprivation— 


the independent variable; and A refers to strength 
of action—the dependent variable. 


It might be pointed out that this is the very 
logic of reasoning that Allen Holmberg (4) 
carried out in testing the Freudian notion 
that frustration of a broadly defined motive 
of “sexuality” was the primary cause of neu- 
rotic behavior in humans. Holmberg made 
use of the so-called “natural experiment” to 
make this test; seeking out as he did, a cul- 
ture, the Siriono of Eastern Bolivia, in which 
there was high chronic deprivation of food 
and minimal deprivation of societally sanc- 
tioned sex objects. He contrasted the neu- 
rotic patterns, value systems, fantasy life, 
and so forth found in this culture with those 
found in western European culture. On the 
basis of this study he was able to draw con- 
clusions to the effect that chronic frustrations 
of the hunger drive in the Siriono culture 
led to the same kinds of behavior as did 
chronic frustrations of the sex drive in west- 
ern European cultures. In both cultures the 
drives were manipulated indirectly; they 
were intervening variables. 

This brief discussion of the cultural pattern 
of science has been presented in order to get 
at one of the less well-recognized character- 
istics of science ; namely, that valid scientific 
statements concerning human activity can be 
made at several different distinctive descrip- 
tive levels. 


DescrIPTIVE LEVELS IN SCIENCE 


A member of the Board of Directors of 
the Medical Division of a nationally known 
foundation recently stated in conversation 
that they planned, during the next few years, 
to expend most of their funds for research 
on the body cell in order to understand better 
the neurotic patterns, as well as normal pat- 
terns, of human behavior. This he justified 
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in terms of the recent rapid advances in en- 
zyme chemistry and he said : “After all, basic- 
ally, the cell is the ultimate determiner of be- 
havior.” The question was raised whether it 
might not be more meaningful to start at the 
level of biophysics in order to explain the en- 
zyme action, and hence the behavior; to 
which he replied: “But that would just be 
looking through another window.” This an- 
ecdote illustrates 2 points: one, it demon- 
strates that all of us recognize that one can 
validly establish laws concerning human be- 
havior at different descriptive levels; and, 
two, it illustrates the wishful belief of re- 
ductionism, that there is a basic or ultimate 
truth that can be discovered and, further, 
that some descriptive levels are more favored 
in the possession of this “ultimate truth” than 
are others. 

This latter wishful belief is not a part of 
the cultural pattern of science. For science, 
the truthfulness of a scientific statement is 
given by the degree of accuracy with which it 
describes relations between the dependent and 
independent variables under question. The 
highest tribunal to which one can appeal is 
that of accuracy and consistency of descrip- 
tion, regardless of the level at which the de- 
scription is made. 

But there are other levels at which be- 
havior can be described scientifically, in addi- 
tion to the levels of biochemistry or biophys- 
ics, and which may be used to describe char- 
acteristics of human behavior. For example, 
at a third level one could attempt to work out 
lawful relationships between the independent 
variables manipulated by neurophysiologists 
(e.g., the number of nerve fibers connecting 
the prefrontal lobes with the rest of the nerv- 
ous system) and the dependent variable, pat- 
terns of behavior. In reality, at the present 
state of knowledge, an attempt to carry out 
research at this level, aimed at encompassing 
complex mental processes, necessitates a 
highly exploratory and primitive approach. 
Still the point that this is a legitimate level of 
description is not to be discredited because of 
our present stage of ignorance concerning 
the empirical relations holding between the 
variables under question. 

A fourth level for describing behavior is 
the psychological level; here we are con- 
cerned with the establishment of statements 


of functional relationships holding between 
the dependent variable, behavior or action, 
and the independent variables such as envi- 
ronmental or situational states, past experi- 
ences that led to the building up of habitual 
emotional and nonemotional tendencies to re- 
sponse, and the like. Here, too, we have a 
level of description that is at a most primitive 
stage of scientific development, but one that is 
scientifically more advanced than any of the 
sciences dealing with the totalities of individ- 
ual behavior. Spence(14) has stated the case 
for this level of description in classic form. 

A fifth level at which we can legitimately 
describe human activity is that of social or- 
ganization. For example, we can make legiti- 
mate scientific statements concerning the 
number of levels of supervision in a given 
institution, the independent variable, and de- 
gree of work flow, the dependent variable. 
Note that in this case we do not have to qual- 
ify our statements of relationships in terms 
of any single individual ; rather we use as our 
unit of description, the group. The legitimacy 
of this level of scientific description was well 
stated as early as 1904 by Durkheim(2) in 
his discussion of the nature of “social facts.” 

Finally, there is a sixth level of description 
that we may use to work out lawful descrip- 
tions concerning human activity, namely at 
the level of culture patterns. This “super- 
organic” level of description was mentioned 
early by Kroeber(9) and more recently has 
been written about extensively by the anthro- 
pologist, Leslie White(15). White’s point of 
view may not be the dominant one in current 
anthropological circles, but it is a point of 
view that from the cultural pattern of science 
is legitimate insofar as it claims a distinctive 
descriptive level for culture. An example of 
this level of scientifically lawful statement is 
given in the functional relations holding be- 
tween status and role; where the status (po- 


4It is interesting to note that distinctive “schools 
of thought” (1.e., theoretical systems) in psychia- 
tric treatment have grown up around what has been 
labeled herein as the third and fourth descriptive 
levels. They are the adherents to the practices of 
Cerletti, Freeman, Meduna, Moniz, and Sake, who 
are concerned with neurophysiological effects pro- 
duced by “shock” treatments and partial brain 
ablation (third level of description) ; as contrasted 
with the adherents to the practices of Fr2ud, and 
rnore recent neo-Freudians such as Sullivan, Kar- 
diner, and others (fourth descriptive level). 
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sition) in a society is the independent vari- 
able that might be manipulated and the roles 
exhibited by a class of individuals compose 
the dependent variable. Thus one might ob- 
serve the roles of the class under the active 
status of husband and then, through proper 
manipulation, activate the previously latent 
status of lodge member and note the resulting 
changes in the dependent class variable, role 
actions. 

It is interesting to note that the sixth level 
of description is utilized by many of the 
people writing in the area of culture and per- 
sonality when reference is made to “modal 
personality pattern,” “national character,” 
and the like. As will be noted later, one of 
the major difficulties in relating variables at 
this level to individual response levels lies in 
providing explicit coordinating definitions 
that permit meaningful movement from one 
descriptive level to another. 

A fact that should be made explicit is that 
the scientific correctness of the descriptions 
made at any one level is independent of the 
correctness of descriptions made at a second 
level. There is a simultaneous occurrence of 
phenomena at the several different descriptive 
levels aimed at describing human behavior, 
and it is important to note that the processes 
on-going at each of these different levels are 
not necessarily of common origin; nor can 
they necessarily be directly equated one with 
each other. Stated differently, the point of 
view of reductionism will not apply to all 
phenomena described at all levels of descrip- 
tion. As a matter of fact, there are some 
phenomena at a given descriptive level that 
are unique to that level; for example, it is 
likely that no amount of describing of the ex- 
citatory and inhibitory interaction of nerve 
cells will adequately describe the feelings of 
dread and apprehension experienced by some 
neurotics. 

In order to get from one descriptive level 
to another, it is necessary to provide coor- 
dinating definitions ; definitions that describe 
the relations holding between scientific state- 
ments made at 2 or more different descriptive 
levels. 

A hypothetical example of a coordinating 
definition is as follows. Assume that at the 
fourth descriptive level we could empirically 
describe, in terms of just noticeable differ- 


ences (j. n. d.’s), the range of intensities of 
anger feelings resulting from a given type of 
frustration. Stated in generalized equation 
form: 


X intensity of anger feelings=f (Y amount 
of frustration). 


Assume, further, that at the third level of 
description we could empirically describe the 
strength of anger responses as a function of 
the frequency of hypothalamic discharge. 
Stated in a generalized equation form: 


X’ strength of emotional response=f (Y’ 
amount of hypothalamic discharge). 


Now, we could relate these 2 levels of de- 
scription by providing a definition (itself a 
testable proposition) that states a constant re- 
lation between one variable at each level of 
description ; e.g., Y amount of frustration is 
equivalent to Y’ amount of hypothalamic dis- 
charge. Given this definition plus the value 
for any one variable we could then derive, for 
a given instance, the value of any of the re- 
maining 3 variables. 

The absence of explicit coordinating defi- 
nitions is one of the very real complicating 
handicaps, when one attempts to make use 
of the scientific findings valid at one level, in 
explaining human action at a second level of 
description. For example, it has long been 
stated that culture is learned, but the process 
whereby a culture element was diffused from 
one society to another is not much explained 
by the statement, “culture is learned.” For 
that matter, the perpetuation of a culture ele- 
ment over several generations in a single 
culture is not explained by the declaration, 
“culture is learned.” Note that what we are at- 
tempting to do by this statement is to hypoth- 
esize a relationship holding between 2 levels 
of description without making explicit the 
conditions under which the hypothesized re- 
lationship holds.°® 

A second example of the confusion result- 
ing from implicit attempts to equate concepts 


5 Herskovits(3) has made a heartening attempt 
to work out a set of coordinating definitions aimed 
at linking the cultural and psychological levels of 
description by the distinction he makes between the 
processes of “learning,” “socialization,” and “en- 
culturation,” which are defined as complementary 
processes linking the 2 levels involved in the state- 
ment: “culture is learned.” 
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whose referents are to 2 distinctive descrip- 
tive levels is provided by the concept, basic 
personality. As used in some contexts (basic 
personality,) it refers essentially to a statis- 
tically derived mode of proper ways of acting 
in a given status position, in a given culture ; 
this is a group level of description. Contrast 
with this usage the concept of basic person- 
ality as used in other contexts to refer to the 
cultural “imprint” or effects on an individual 
who has been socialized in a given culture 
(basic personality.) ; this is an individual 
level of description. Clearly the label “basic 
personality,” in the two different contexts, 
refers to different classes of phenomena—to 
different levels of description. Quite prob- 
ably there is some commonalty holding be- 
tween the two distinctive usages. The whole 
point is that much confusion could be 
avoided, and scientific description could be 
much facilitated, if a coordinating definition 
was established between basic personality,, 
and basic personalitys. 

One final pitfall results from a failure to 
keep explicit all the facets of the cultural pat- 
tern called science. Frequently a variable 
that is the independent one, at one level of 
description, becomes the dependent variable 
at a different level of description. To refer 
back to the example of supervisory levels, 
it will be recalled that the independent vari- 
able was “number of levels of supervision” 
and the dependent variable was “rate of work 
flow.” Now, let’s relate this to a psychologi- 
cal level of description—say the emotional 
behavior of a given supervisor. Here, “rate 
of work flow” might be the independent 
variable that influences the dependent vari- 
able, “a supervisor’s exhibited emotional be- 
havior.” Or, to use a second example from 
an earlier reference : the independent variable 
for the cellular biochemist was the enzyme, 
the dependent variable was cell behavior ; for 
the biophysicist, the enzyme action may be- 
come the dependent variable ; the independent 
variable might be electromagnetic charges 
holding in the molecular structure of the 
enzyme. 

Or, to use a third example, the impact of 
a cultural pattern, made up of modal person- 
ality norms (basic personality,}, upon an in- 
dividual during the process of socialization 
may be the independent variable, the result- 


ing action of the individual, the dependent 
variable. At a later stage of the same indi- 
vidual’s maturation, a given interpersonal 
situation may be the independent variable ; the 
dependent variable may be certain aroused 
feelings or emotions that in turn are related 
to the central motivational core (basic per- 
sonality,—an intervening variable) of the 
individual. 

Another way of saying this is in terms of 
cause and effect. What is the effect of a vari- 
able manipulation at one level may become 
the cause of a pattern of behavior at another 
level. To complicate this picture more : within 
a given single level of description, at one 
stage of human development, a given vari- 
able may be the dependent one, the effect. At 
a later stage of development it may be the 
independent variable, the cause. An example 
of this sort of change is the case of emotional 
trauma; that is, the effect of an early ex- 
perience may, at a later stage of development, 
become the cause of behavior—an anxiety 
drive. 


Tue RESEARCH TEAM 


The “research team” approach implies that 
the various members of the team represent 
effectively different scientific disciplines and 
that the team, as a group, is focusing its at- 
tention on understanding a given problem, 
e.g., the complete etiology of neurotic be- 
havior. 

Quite frequently such teams are described 
as using an “interdisciplinary” or “multidis- 
ciplinary” approach to an understanding of 
the problem at hand. These adjectives de- 
scribing “approach” have different shades of 
meaning. Both imply that a system of com- 
munication is set up by the team for purposes 
of common discussion of the findings made 
by the various members of the team. Stated 
in terms of our earlier discussion, the “team 
activity” would consist of working out coor- 
dinating definitions to provide explicit means 
for integrating the knowledges and theories 
holding at the various descriptive levels. Dur- 
ing this process, cross-education does occur 
but it is a by-product of the team-work, not 
the goal of the team; the worker maintains 
his identification with his discipline. 

A second by-product of this discussion 
process is that it may also alert the researcher, 
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in a given discipline, to look for phenomena 
at his level of description that may be perti- 
nent to the hypotheses being tested by a 
worker at a second descriptive level. If this 
is as far as the interaction influence invades, 
this approach may be labeled a “multidisci- 
plinary” approach. 

In the interdisciplinary approach the ac- 
tivities of the individual members of the team 
are directed more primarily toward cross- 
education. This approach is exemplified by 
the activities of the staff of the Institute of 
Human Relations at Yale a few years back, 
where for one year the Monday night seminar 
was given over to the anthropologists so that 
they could educate the rest of the staff in the 
area of ethnology ; a second year it was given 
over to the psychologists to enable them to 
educate the rest of the staff on experimental 
studies and theories related to the learning 
process, and so forth. In this latter approach 
the primary concern is to develop a common 
system of communication regarding method 
and theory by making members of the re- 
search team possessors of more of the knowl- 
edges and theoretical approaches of all the 
disciplines represented on the team. In prac- 
tice, when using the latter approach, it is 
probable that coordinating definitions are 
slighted at the expense of gaining subject- 
content information. 

From the point of view of progress in re- 
search work, which takes into consideration 
the various descriptive levels, recognition of 
the contributions that each discipline can 
make is of importance, and the formulation 
of coordinating definitions that permit one to 
move precisely from one descriptive level to 
another is essential. However, to make “ex- 
perts” of researchers concerned with describ- 
ing or “explaining” human behavior at all 
different levels is placing an intellectual de- 
mand upon those researchers for which, in 
reality, very few people have the capacity. 
This conclusion is not pessimistic so far as 
the future development of a truly integrated 
science of human behavior is concerned, be- 
cause of the potentialities inherent in what 
has been labeled herein the “multidisciplinary 
approach.” 

One final point should be made. During 
the course of this paper an attempt has been 


made to hold fairly rigorously to a presenta- 
tion that makes explicit the idealized formal 
and quantified character of science, and its 
relation to the activities of a team of scien- 
tists concerned with the study of man. The 
purpose in doing this grew out of a desire to 
show that the research team concept was a 
complementary demand made by the nature 
of the sciences studying man and to suggest 
why in the past some of the research team 
efforts have not been too successful. 

From the point of view of the reality of the 
present achievement of scientific maturity in 
the sciences studying man, this paper is ad- 
mittedly an ostentatious one. Factually, our 
theories are fragmentary and thus limited in 
a manner that prevents us from discovering 
important relationships. Many of the vari- 
ables that we manipulate have never been 
given even adequate qualitative (e¢.g., “op- 
erational”) definitions and hence it is im- 
possible to quantify them. Some workers are 
still attempting experimentally to disprove 
concepts that exist solely because of their 
axiomatic definitions—a meaningless effort 
since the concepts are impossible of test. Too, 
even the most objective researcher has his 
own particular emotionalized preferences and 
biases for obtaining, handling, and interpret- 
ing data, which also slows the development 
of science. 

But these evidences of immaturity simply 
point to the fact that much work needs to be 
done. And it is through the research team 
approach, with its attendant requirements of 
more explicit statements of concept meaning, 
variable interrelations, theory structure, and 
coordinating definitions, that progress can be 
achieved most expeditiously. In no way does 
this conclusion imply that researchers con- 
cerned with describing human phenomena, at 
any one of the various descriptive levels, must 
“get on the team.” Scientific progress will 
be achieved, in large part, to the extent that 
a more complete scientific description is 
worked out at each descriptive level. Many 
excellent researchers are not fitted, either by 
temperament and/or socialization experi- 
ences, to engage in team work. But there are 
some who are fitted for this very necessary, 
real, and scientifically profitable research ap- 
proach, an approach that, to date, has not 
been exploited to its maximum utility. 
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SUMMARY 


1. The most important cultural influence 
affecting research methods used to study hu- 
man social behavior is the cultural pattern 
labeled science. 

2. One essential aspect of this culture pat- 
tern called science is theory. Failure to keep 
explicit the theoretical framework within 
which one works makes more probable the 
development of distorted perceptions and re- 
sulting erroneous beliefs as to the nature of 
the scientific description being attempted. 

3. There are several distinctive, but equally 
valid, levels at which scientific descriptions 
can be made. The “truth” of statements, 
made at any of these descriptive levels, is 
given solely by the accuracy and consistency 
with which they describe the phenomena un- 
der question. 

4. The problem of understanding the re- 
lations holding between variables under study 
is complicated when these distinctive levels, 
as such, are not recognized. 

5. Successful attempts to interrelate the 
findings made at various scientific descriptive 
levels are dependent upon the use of coordi- 
nating definitions between levels. This fact 
is most important since its recognition may 
eliminate many of the misunderstandings and 
complications in communicating between the 
members of the various disciplines repre- 
sented. 

6. Variables that are independent and ma- 
nipulated at one level may become, when in- 
troduced at another level, dependent vari- 
ables. In a discussion between members of 
various disciplines, each should make explicit 
the status of the variables at their level of de- 
scription and the coordinating definitions that 
relate their variables to variables at other 
levels of descriptions if they are to achieve 
effective communication between workers in 
the various disciplines. 


7. The primary interaction task of the re- 
search team is to work out multidisciplinary 
coordinating definitions that provide ex- 
plicit ways of integrating the knowledge ob- 
tained at different descripti _evels for pur- 
poses of describing human behavior more 
completely. 
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DETERIORATION IN DEMENTIA PARALYTICA? 
V. A. KRAL, M.D., HERBERT DORKEN JR., Px. D., MontTreaL, Que. 


Modern therapeutic methods, applied in the 
treatment of dementia paralytica, have con- 
fronted psychiatrists with many problems of 
practical importance and theoretical interest. 
In general, it is agreed that only a certain 
percentage of patients suffering from de- 
mentia paralytica make a complete recovery 
following fever and/or penicillin treatment 
(1). However, the percentage of patients 
who derive some benefit from these thera- 
peutic procedures is considerably greater, 
amounting to about 80%. Although many of 
these patients cannot be discharged from 
mental hospitals or resume their lives on a 
prepsychotic level, the fact remains that even 
in these patients the ruthlessly progressive 
disease has been arrested or slowed down, at 
least for some time, and that in itself is a 
therapeutic success in the biological sense. 

It is generally accepted that the spinal fluid 
provides a reliable lead in assessing the ef- 
fectiveness of the treatment in a given case. 
Although the different pathological changes 
that together constitute the spinal fluid spec- 
trum in dementia paralytica regress at a dif- 
ferent rate following successful treatment, 
the percentage of complete serological re- 
versals increases with each successive year. 
This holds true not only for those patients 
who have been discharged and could resume 
their former social life but also for those who 
have to remain in mental hospitals for the 
rest of their lives. It is, therefore, not un- 
usual to find in the larger mental hospitals 
many cases of dementia paralytica function- 
ing at different levels of deterioration with a 
negative spinal fluid. Clinically, this group of 
serologically negative G.P.I. cases can be 
divided into subgroups : one where apparently 
no further progress of the paralytic process 
occurs, as far as can be ascertained by regu- 
lar psychiatric examination, and a second 
group where, despite a permanently negative 
spinal fluid, a slow but undeniable deteriora- 
tion can be recognized. 


1 Read before the section on psychiatry, the Mon- 
treal Medico-Chirurgical Society, April, 1952. 
From the Verdun Protestant Hospital, Montreal. 
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From the practical standpoint it would 
seem that the spinal fluid, typical and im- 
portant as it is in the diagnostic and prog- 
nostic evaluation of the active cases, ceases 
to be a reliable guide in the so-called arrested 
cases of dementia paralytica with a long- 
standing negative serology. The clinical pic- 
ture seems to be of greater significance as a 
lead in the evaluation of these cases, particu- 
larly when supported by detailed psycho- 
logical studies. It is the purpose of this paper 
to present the results of a comparative sero- 
logical and psychological investigation of a 
group of cases of dementia paralytica. 


CASE MATERIAL 


A total of 52 institutionalized cases of de- 
mentia paralytica was investigated, compris- 
ing at that time the entire number of such 
patients in the hospital population, following 
exclusion of those 60 years of age and over. 
It was in view of the many psychological 
studies substantiating both the decline of 
personality resources(2, 3) and intelligence 
(4) with advancing age that this restriction 
was imposed in order to minimize the vari- 
able of senile changes(5, 6). Of these 52 
cases, no psychological tests could be admin- 
istered to 24; 4 being blind, 1 deaf, and 19 
so demented that no coherent and/or relevant 
response could be obtained. In 2 additional 
cases, who were clinically acute and uncoop- 
erative (both strongly positive serology), 
only incomplete test data could be obtained. 
The remaining 26 patients were psychologi- 
cally evaluated by means of a Rorschach test 
and the Wechsler-Bellevue Adult Intelligence 
Scale, form I1(7). This latter group is fur- 
ther classified into subgroups of 12 cases with 
positive spinal fluid, 10 cases whose spinal 
fluid was negative at the time of testing 
(hereinafter referred to as the “positive” 
and “negative” groups, respectively), and a 
final 4 cases whose spinal fluid was normal 
except for a weakly positive Wassermann. 
All 52 cases, with the exception of 4 acute 
cases in the positive group, were seen after 
or during treatment. These 4 acute cases 
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(with strongly positive serology) were seen 
prior to treatment. 

It seems particularly interesting that, of 
the 19 patients who were too demented to 
give any relevant test response, 17 had a com- 
pletely negative spinal fluid spectrum ? for a 
period ranging from I to 13 years, or on an 
average of 4 years and 2 months. The other 
2 cases, while still showing some positive re- 
actions, evidenced a decrease in spinal fluid 
activity following treatment since their ad- 
mission I and 3 years ago. 

Thus, it would appear that, of 27 cases with 
a negative spinal fluid, 17 (63%) were so 
completely deteriorated that no psychological 
test response could be obtained, and only 10 
(37%) could be tested. It should be men- 
tioned here that the average length of hos- 
pitalization was considerably longer in the 
negative cases on whom tests could not be 
performed (155.2 months) as compared with 
the negative cases on whom tests were per- 
formed (124.0 months). This might imply 
that deterioration continues (and is also ap- 
parent clinically) despite the fact that the 
spinal fluid remains negative, a consideration 
that is discussed more extensively below. 

Another remarkable feature among the 
cases with negative spinal fluid was the ap- 
parent sex difference. Of the 17 completely 
demented cases, 5 were women and 12 were 
men, whereas of the 10 cases of the negative 
group (on whom test results could be ob- 
tained) 7 were women and 3 were men. In 
other words, of 15 men with negative spinal 
fluid not less that 12 (80%) were completely 
deteriorated, whereas of 12 women with 
negative spinal fluid only 5, or 42%, showed 
a similar degree of deterioration. This ten- 
dency for the men to show a more pro- 
nounced dementia was related neither to an 
age difference, nor to longer hospitalization 
(actually the women had been hospitalized 
longer : av. 148.6 versus 139.7 months), nor 
to time elapsed since treatment, nor to a 
history of alcoholism; still it approaches a 
statistically significant difference (P=.10). 


TEST RESULTS 


In an attempt to determine whether the ac- 
tivity of the disease process, as determined 


2 Tests utilized: spinal fluid Wassermann, Pandy, 
protein content, cell count, colloidal gold curve. 


by the spinal fluid findings, had a particular 
influence on the personality structure, the 
cases on whom psychological test data could 
be obtained were subdivided into groups with 
positive (N=12) and negative (N=10) 
serology. Their test results are presented 
in Tables 1, 2, and 3. 

While the mean ages of 51.1 and 51.2 for 
the positive and negative groups, respectively, 
are highly similar (as well as their age 
ranges), the intelligence quotients show dis- 
tinct differences. The mean IQ of 95.8 and 
range between 60 and 124 in the positive 
group reveals a decidedly better intellectual 
preservation than the mean IQ of 78.4 and 
range between 57 and 109 in the negative 
group. Based on these mean IQ’s, the posi- 
tive and negative groups might be described 
as being of average and of borderline de- 
fective intelligence, respectively. Actually, 
there were 3 cases (25%) of borderline or 
mentally defective intelligence in the positive, 
in contrast to 6 cases (60%) in the negative 
group. The efficiency quotient (EQ)® fur- 
ther demonstrates the more severe impair- 
ment of intelligence in the negative group. 
Six subjects (50% ) in the positive group had 
an average or better EQ, while in only 1 
subject (10%) of the negative group did the 
EQ reach the average, that is, normal range. 

Though the Rorschach test demonstrates a 
degree of personality defect in both groups, 
certain differences can be shown. As might 
be expected from the intelligence test results 
above, subjects of the positive group main- 
tain a better intellectual control as shown by 
the form level of their responses(8), both in 
the total and average form level (+22.0 
versus +12.4 and +.90 versus +.63), these 
measures representing a quantification of the 
accuracy of perception. The classical descrip- 
tion of form inaccuracy(g) (F-%), con- 
sidered as one indication of intellectual dis- 
organization, did not reveal a distinct differ- 
ence between the mean values for these 
groups though inaccurate response (F-) was 


8 “An individual’s efficiency quotient is his mental 
ability score (on the full Bellevue Adult Scale) 
when compared with the score of the average in- 
dividual 20 to 24 years of age” (7, p. 220). This 
measure of intelligence, ‘unlike the IQ, is without 
allowance for the normal decline of intelligence 
with age. 
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TABLE 1 


CLASSIFICATION OF MEAN Response Data For THE ‘Positive, NEGATIVE, Tota G.P.I., AnD CoMPARISON 
Groups 


Positive 


Klebanoff G.P.I 
N= 26 
. tnx Localized cortical 


© 


50.2 

17.6 

Total form level . ’ 15.2 
Average form level +.65 
A% or stereo 55.0 
P 3.4 
48 

16. 
8.2 
213 


* Total tested, 12 cases with positive and 10 cases with negative fluid, plus 4 cases with negative spinal fluid spectrum ex- 
cept for a weakly positive Wassermann. 


TABLE 2 given by more subjects in the negative group 
PERCENTAGE OF Cases Per Group GIivinG (70% versus 427%). 

PATHOGNOMONIC RESPONSES Stereotypy (A%>50) was somewhat less 
frequent and less pronounced in the positive 
group indicating a wider range of the 
thought content. Original responses (O%), 
in keeping with this trend, were more fre- 
quently given by the positive group as were 
responses of unusual location (Dd), 5 sub- 
58 frequent jects showing an overemphasis in utilizing an 

unusual manner of approach(10, p. 262) in 
9 contrast to but 1 subject in the negative 


3 group. 


Klebanoff G.P.I. 
enile dementia 
Localized cortical 


Positive 
Total G.P.I. 


8 5 Negative 


| 
| 
ge are 
gil 
i 
Length hospital, mo............... 32.9 124.0 75.5 
18.0 17.5 18.2 15.1 118 
55.1 41.0 3 
F+% 3.2 79 
low +.20 +.60 q 
61.0 47.0 46.3 4 
3-7 2.5 2.4 
18.1 often 18.2 
low 
js | 
| 
4 
DW 
Rpt 
Do 
Po . 
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Thus it can be seen that, in general, the 
Rorschach test responses of the positive 
group were more complex in perceptual or- 
ganization, more varied in range of content 
or subject matter, though of more unusual 
conception. This greater flexibility of the 
thought process is again an indication that 
cases with positive spinal fluid have not suf- 
fered the same degree of organic impairment 
as the cases in the negative group, in our 
material. 

On the average, both groups were equally 
productive though tending to give fewer 
(18.8 versus 18.0) than the normal number 
of 20 to 40 responses(10, p. 208). The 


words, in the group with a positive spinal 
fluid there is a tendency to inhibition of the 
color responses. In the posttreatment phase 
with negative spinal fluid, color responses re- 
appear, although often in a crude and primi- 
tive manner characteristic for patients with 
cortical brain damage(13). 

The explanation of such a biphasic reac- 
tion is, at present, not easy and awaits fur- 
ther clarification. However, 2 possibilities 
should be mentioned. First, during the ac- 
tive phase the patient may still be capable of 
psychopathological constriction in the usual 
sense, which capacity is lost when deteriora- 
tion progresses even in the presence of a 


TABLE 3 


PERCENTAGE OF CASES SHOWING THE EXPECTED ORGANIC TEST RATINGS 


Klebanoff Senile cortical 


Total 
Positive Negative G.P.I. G.P.1. dementia lesion 


Piotrowski’s signs 


(organic 5-10; nonorganic 17 


Ross’ disability scale 


(organic 11-45; nonorganic 0-10)............. 50 


Dorken-Kral organic deficit rating 


(organic 0-2; nonorganic 3-I0)..............- 67 


mean number of rejections was also similar 
for these groups. However, rejection or in- 
ability to respond to a Rorschach card did 
occur in more of the records of the negative 
group (and this is without consideration of 
the 17 demented cases with negative spinal 
fluid from whom no test response could be 
elicited). 

Interesting group differences were found 
in the color responses (considered as a re- 
flection of the individual’s affective respon- 
siveness). Among the negative group, 5 
cases (50%) gave pure color responses (C), 
2 showing color naming (Cn). Pure color 
responses, particularly color naming, are 
known to be common in subjects with intra- 
cranial organic pathology(11) and have been 
considered as equivalent to “release phe- 
nomena”(12). Only I case in the negative 
group did not give a color response. The 
patients of the positive group were decidedly 
less responsive to color; 5 or 42% gave no 
color response (Sum C=o) whatsoever and 
only 1 of the subjects of this group gave a 
pure color response. From this it would 
seem that the positive group is less respon- 
sive to emotional (color) stimuli. In other 


30 27 * 57 50 
70 62 = 83 70 
50 69 ot 83 100 


negative spinal fluid. A second possibility 
would be that during the active phase more 
widespread but reversible chariges occur in- 
volving not only the cortex but also the di- 
encephalon, a region of the brain intimately 
connected with emotional reactions(14). 
These reversible changes could be respon- 
sible for the inhibition of the color responses 
in the Rorschach test(15). After treatment 
these reversible changes would be among 
the first to regress, whereas the permanent 
changes, particularly in the cortex, would 
remain unchanged leaving the individual 
with the capacity for emotional response but 
on a crude and primitive level. Further ob- 
servations and detailed studies are necessary 
in order to decide which of these possibili- 
ties would explain the facts. 

However, closer examination of the dif- 
ferential color response in the positive group 
suggests that this absence of color response 
is the result of an organic impairment rather 
than a psychogenic inhibition. Those cases 
who gave color response (N=7) displayed 
both a good preservation of intelligence and 
personality resources in contrast to the def- 
icit seen among the cases where this re- 
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sponse was absent (N=5). They were, as 
a group, of average intelligence (IQ=101.4 
versus 88.0) and showed both quantitatively 
and qualitatively a better intellectual control 
(total form level= + 32.6 versus +7.0, av- 
erage form level=+1.07 versus +.66), 
which was within normal limits. Their pro- 
ductivity was decidedly higher (R=24.9 
versus 10.4) and they possessed a good inner 
mental control (M=3.7 versus 0.8), emo- 
tional responsiveness (FC: CF: C=1.4: 1.0 
:0.4 versus 0:0:0) and flexibility of re- 
sponse (F%=42.9 versus 70.4). Thus, it 
can be seen that those cases in the positive 
group who gave no color response exhibited 
a decided deficit typical of organic impair- 
ment. The organic ratings of Piotrowski(11, 
16), Ross(17, 18), and Dérken and Kral 
(13) were all in concurrence. Davidson and 
Conkey(19), paraphrasing Hughlings Jack- 
son, note that the presence of organic Ror- 
schach signs (positive symptoms) and of 
deficit (negative symptoms) lends an un- 
favorable prognosis in cases with syphilitic 
meningo-encephalitis, while Epstein and 
Solomon(20) found that for clinical im- 
provement, as judged by ability to return to 
work, IQs of 70 or better were necessary. 
In our material, the 10 cases who improved 
or recovered had IQs above 70 (mean IQ= 
91.4) with 3 exceptions. Two were cases 
of juvenile paresis with IQs of 41 and 66; 
the third could not be tested owing to deaf- 
ness. 

Included in the positive group were 4 
acute cases with a strongly positive spinal 
fluid, seen prior to treatment. When con- 
sidered as a subgroup, their test results were, 
in general, similar to the positive group, as 
might be expected, though with an emphasis 
on certain trends. Their responses tended to 
be highly unusual (O% = 44.5), poorly, that 
is, vaguely organized (W% =62.0), and dis- 
played an evident intellectual confusion (F — 
% = 23.5) and loss of reality contact (P= 
2.5). It should be noted that this subgroup 
of acute cases contributed heavily to the 
averages of the positive group on these 4 
factors and that the other 8 cases showed 
little of the vagueness, loss of intellectual 
control, or departure from usual percepts 
that the positive group means would imply. 
Thus, though 6 of these 8 cases display an 


organic deficit(13), all 8 were still ade- 
quately preserved to be capable of some de- 
gree of psychopathological constriction (F% 
=50.1, F—%=3.3). A notable charac- 
teristic of the 4 acute cases was their re- 
markably short average reaction time before 
initial response to each Rorschach card 
(av. R.T.=7.5”), suggesting that their re- 
sponses were concept- rather than percept- 
determined and hence equivalent to “release 
phenomena”(12). In keeping with this sug- 
gestion, 3 of the 4 acute cases displayed a 
perseveration in test response. 

There was a further subgroup of interest. 
Four of the subjects had a normal spinal 
fluid spectrum with the exception of a 
weakly positive Wassermann. While they 
are probably to be considered as negative 
cases, they were not included in the negative 
group but have been held in reserve for sepa- 
rate comparison. In general, they are similar 
to the negative group, showing a distinct in- 
tellectual impairment (IQ=77.8, av. form 
level = —.20, F—% =31.0) and an affect re- 
lease phenomenon (C=2.0, 2 of 4 cases 
with Cn). 

The cases may also be considered with re- 
gard to intellectual preservation, the classi- 
fication being based on the IQ. Among the 
26 cases of the total group there were 11 
cases of average, or higher, intelligence and 
10 cases of borderline defective, or lower, 
intelligence. The range and mean IQ of 
those respective groups was 96-124 with a 
mean IQ of 108.4 and 73-41 with a mean 
IQ of 63.9. In keeping with this division of 
cases by IQ, results on the Rorschach test 
followed suit. Throughout the various Ror- 
schach test factors it was evident that the 
defective group had suffered the more severe 
impairment. Personality resources were 
more markedly reduced, intellectual disor- 
ganization more widespread, reality contact 
poorer and organic test signs more numer- 
ous. Seventy percent of the defective group 
had a negative spinal fluid in contrast to 
36% of the average group. 

It seems interesting to compare our cases 
of dementia paralytica with those of senile 
dementia(5). From the preceding tables it 
can be seen that test differences between 
these groups are more apparent in the factors 
of intelligence than those of personality. 
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The G.P.I. cases tend to be in better reality 
contact, show fewer Rorschach organic signs 
and, possibly, are more responsive; how- 
ever, their main distinction from the cases of 
senile dementia lies in their better preserva- 
tion of intelligence seen particularly as a 
more favorable mean IQ, EQ, total and av- 
erage form level, and F—%. This might 
suggest that the effect of these 2 disorders 
on psychological functioning is essentially 
similar, differing only in degree. 

However, there are distinct qualitative 
differences between these groups. When the 
test records are considered individually, it 
is evident that there is not the same extent 
of uniformity among the patients with de- 
mentia paralytica as there is among cases 
of senile dementia. Further, a tiring effect, 
noted as the test progresses, is relatively 
common in senile dementia but was a rare 
occurrence among our paretics. Even in the 
defective G.P.I. group, who had deteriorated 
intellectually to a level comparable to these 
senile cases (respective EQs= 48.4 and 50.4) 
and were about equally unproductive (R= 
15.0 versus 15.1), there were obvious Ror- 
schach differences. But 20% of the seniles 
gave pure responses (10% with Cn) whereas 
60% of the defective G.P.I.s showed this re- 
sponse (40% with Cn), which has been con- 
sidered as one characteristic of a brain dam- 
age without significant involvement of areas 
other than the cortex(13). Where the se- 
niles followed a manner of approach in keep- 
ing with the gestalt qualities of the inkblots 
(5), the cases of G.P.I. showed a distinct al- 
teration from the “natural” mode of per- 
ception (W% : D% =31.3: 50.9 versus 50.2 
: 38.4). Also, confabulation of test response 
(DW) is more characteristic of the deteri- 
oration of senile dementia than it is of de- 
mentia paralytica, the respective percentage 
of occurrence in these cases being 43 and 10. 

Since the publication of Rorschach’s orig- 
inal monograph in 1921 and its subsequent 
translation into English(g), little direct Ror- 
schach study of dementia paralytica has been 
reported. Rorschach’s own test conclusions 
regarding paresis were based on 8 cases 
while, more recently, Klebanoff(21) studied 
a group of 26 tale general paretics. Un- 
fortunately, neither author gave any indica- 
tion of the extent of the spinal fluid activity 


nor of the intelligence at the time of exam- 
ination. Though an extensive investigation 
of patients with neurosyphilis is in process 
(22), wherein the cases are grouped accord- 
ing to the spinal fluid findings, the Rorschach 
test results are as yet, apparently, unre- 
ported. 

In general, the findings of Rorschach(9) 
are in relatively close agreement with those 
of the present study, in particular: the re- 
duced output (low R), weak intellectual con- 
trol (high F—), and impaired creativity 
(low M). Other factors such as color nam- 
ing seem to be prevalent in our material only 
in cases showing some deterioration and/or 
a negative spinal fluid. In contrast to Ror- 
schach, we did not find confabulation (DW) 
associated with a heightened productivity 
(R). In fact, the 4 cases (15%) of our 
total G.P.I. group tested who displayed con- 
fabulation gave only an average of 12.3 re- 
sponses, which was distinctly below the mean 
for the total group (17.5). This discrep- 
ancy in findings could well be due to a samp- 
ling error induced by the small number of 
such patients, with confabulation, examined. 

The results of Klebanoff(21), sum- 
marized in the preceding tables, do not show 
any striking differences from the groups in 
this study, though the relatively frequent 
color naming (39%), meager creativity 
(M=0.3), and fairly rapid reaction time 
(18.1”) would suggest that his cases are, as 
a group, somewhat more deteriorated. 


DIscussIon 


The results seem to indicate that during 
the active phase the G.P.I. cases, taken as a 
group, functioned psychologically on a higher 
level in comparison with the group of nega- 
tive cases, in our material. The average IQ 
was higher, so was the average EQ, and the 
Rorschach test showed a markedly better 
preservation of personality resources. As 
we were dealing with a negative group 
where the effect of therapy did not produce 
enough clinical improvement to enable these 
patients to be and/or to remain discharged, 
we are not in a position to extend our de- 
ductions to all cases where, in the course of 
fever and/or penicillin treatment, a negative 
spinal fluid has been obtained. There may 
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very well be a group of cases where treat- 
ment produced a considerable rise in the 
level of psychological functioning as com- 
pared with the active phase or where, at 
least, this level has not been reduced. Mer- 
ritt, Adams, and Solomon(24) report that 
the IQ changes following treatment are rela- 
tively small. However, they believe that af- 
ter successful treatment there is a greater 
likelihood for the IQ to be increased than to 
fall, particularly when the pretreatment IQ 
is between 60 and go (implying that in cases 
of below average intelligence the intellectual 


TABLE 4 


PERCENTAGE INCIDENCE OF CLINICAL AND MEDICAL FINDINGS 


total 52 cases involved in the present study. 
As shown in Table 4, neither the nature of 
the prepsychotic adjustment, nor a history 
of alcoholism, showed any significant differ- 
ence between these groups. Therefore, the 
relatively greater deterioration seen among 
the cases whose spinal fluid has been ren- 
dered negative is not likely to have been con- 
sequent to either factor, in our material. 
However, the more extensive neurological 
signs among the patients with a negative 
spinal fluid (67% versus 33%)* seem to 
parallel their more pronounced deterioration, 


Clinical course t 


_Initial 


Neurological signs with P 
justment 
Spinal Alcohol : Minimal Improved ey ry 
uid Satis- Unfavor- Intem- Exten- or or deteri- deteri- 

spectrum factory able perate sive absent recovered oration oration 
Positive 

NHI5 ceeeeeeteseeeeeeeeees 54 33 13 33 68 40 20 27 
Negative 

62 38 16 67 32 II 35 35 


* Unknown in 13% of the positive group. 


impairment may be due, in part, to factors 
that are reversible with successful treat- 
ment). 

Our investigations, on the other hand, 
have shown that a considerable group of pa- 
tients exists where the treatment was success- 
ful enough to render their spinal fluid com- 
pletely and constantly negative but where 
the clinical course and psychological tests 
nevertheless showed a decline in psychologi- 
cal functioning. In view of this interesting 
psychometric result it seemed appropriate to 
evaluate certain factors in the case history 
of these patients. 

Greenhill and Yorshis(23) have reported 
that the nature of the subject’s preparetic 
adjustment and the presence of neurological 
signs and convulsions have a distinct bearing 
on the prognosis. These data and other sum- 
marized findings were compared for their 
incidence relative to the spinal fluid reaction 
at the time of psychological investigation for 
the 15 and 37 cases of dementia paralytica 
with positive and negative spinal fluid spec- 
trum, respectively, these representing the 


+ 13% and 19% of the positive and negative cases, respectively, remained stationary. 


a finding that would indicate a more severe 
damage of the central nervous system. 

Though grand mal seizures were relatively 
infrequent in both groups (positive 13%; 
negative 19%), it was noted that there was 
always a concomitant psychological deficit 
in these cases. Unfortunately, it was not 
possible to obtain an electroencephalogram 
in the majority of patients ° owing either to 
lack of cooperation or to the invalidation of 
the record because of pronounced movement 
artifacts. 

A very interesting finding is the relatively 
common initial improvement in response to 
therapy (often with discharge) followed by 
a progressive deterioration (20% and 35%), 
and readmission to hospital of those dis- 
charged. This clinically evident progression 
of the deterioration not only occurs while the 


4A chi-square value of 3.782 reveals that this 
difference in the distribution of neurological signs 
among the cases with positive and negative spinal 
fluid is statistically significant, P = .06. 

5 An EEG study of G.P.I. using special methods 
is in progress. 
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spinal fluid is still positive, but also obtains 
in a significant number of cases whose spinal 
fluid has been negative for some time. In 
many, the therapy (malaria and penicillin) 
did not even initially arrest or reverse this 
clinical course (27% and 35%) even though 
a negative spinal fluid was already attained 
in some. Thus, initially or eventually, 47% 
of the group with positive and 70% of the 
group with negative spinal fluid manifested 
this progressive deterioration. This deteri- 
oration was, therefore, not necessarily de- 
pendent on the active process measured by 
the serological tests. 

It has been pointed out by several authors 
that the pathogenesis of dementia paralytica 
is more complicated than would appear with 
regard to our knowledge of its etiology and 
pathological histology. Merritt et al.(25) 
state that apart from the chronic inflamma- 
tory changes the vascular lesions are of par- 
ticular importance for the degeneration of 
the neurons and loss of nervous functions. 
Patterson et al.(26, 27) conclude, from their 
experiments on cerebral circulation and 
oxygen consumption in cases of general pare- 
sis before and after treatment, that in addi- 
tion to the vascular changes still another 
factor may be involved in the pathogenesis 
of this disease. 

Although, on the basis of psychological 
investigations one is not in a position to make 
definite statements with regard to the patho- 
genesis of general paresis, our results seem 
to indicate that at least 2 pathogenetic fac- 
tors have to be considered: one probably 
connected with the inflammatory component 
and responsible for the acute clinical picture 
and the pathological changes in the spinal 
fluid and relatively easily influenced by our 
modern therapeutic methods; and another 
one, long acting, not easily or not at all in- 
fluenced by therapy and responsible for the 
slowly progressing deterioration even in the 
therapeutically induced absence of pathologi- 
cal changes in the spinal fluid. There are 
reasons to believe that this second factor is 
a vascular one as suggested by Merritt and 
co-workers(24, 25). 

If our assumption is true, the prognosis 
and ultimate fate of the patient would de- 
pend on the relative prevalence of these 2 
pathogenetic factors in a given case. How- 


ever, as there is, at present, no method to 
assess this relative prevalence in a given case, 
we may safely assume that early diagnosis 
and treatment are more likely to influence 
both factors than treatment starting at a 
later stage when the vascular factor is al- 
ready more advanced. 


SuMMARY 


A comparative serological and psycho- 
logical investigation was conducted of 52 in- 
stitutionalized cases of dementia paralytica. 
In general, it was found that the treated 
cases with negative spinal fluid showed a 
more pronounced deficit both of intelligence 
and of personality resources than those cases 
still in an active phase. There was evidence, 
on the one hand, that part of the impairment 
to psychological functioning is reversible 
when the disease process is arrested early in 
the psychotic stage and, on the other hand, 
that some of the cases may continue to de- 
teriorate even though treatment has rendered 
their spinal fluid negative. To explain these 
2 opposite trends it would seem necessary 
to consider that there are at least 2 patho- 
genetic factors of general paresis. As judged 
from the test results, the psychological deficit 
found in dementia paralytica appears to dif- 
fer from that of senile dementia. 
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SPECIAL PSYCHIATRIC PROBLEMS OF THE PARAPLEGIC? 
Report oF A Case OF ATTEMPTED SUICIDE BY A PARAPLEGIC 
J. PETRUS, M.D., ano A. B. BALABAN, M.D., Bronx, N. Y. 


When a patient on a large paraplegic serv- 
ice was transferred to the neuropsychiatric 
division following his attempt to commit 
suicide, a search of the literature revealed 
that such cases were unusually rare. It was 
decided to report this as a case of special 
interest. 


This was the first VA Hospital admission of a 
19-year-old, white, single, Catholic male, E.T.M. 
He was transferred to the rehabilitation service of 
this institution from an army hospital on July 14, 
1951, for continued care. His paraplegia resulted 
from a fall from the second story of his barracks 
during the course of a drunken brawl 2 months pre- 
viously. He had much difficulty adjusting to hos- 
pital routine, was a constant source of irritation to 
the nursing staff, and was characterized as im- 
mature and antisocial. Associated with these diffi- 
culties in social relationships, the patient developed 
severe constant headaches with trembling and sweat- 
ing. On November 13, 1951, while everyone from 
his ward was at lunch, he tied a cord around his 
wrist, slashed through the veins with a razor blade, 
removed the tourniquet, placed his hand under the 
blanket, and lay back in bed expecting to bleed to 
death, He was found in this condition by a passing 
patient, and after the wound was repaired he was 
transferred to the closed psychiatric ward. 

The patient, fourth of 6 siblings, was one of a set 
of identical twins, but his brother died 6 months 
after birth. The children had been brought up by 
poorly educated, immigrant parents in a submar- 
ginal area in Brooklyn noted for gang warfare. The 
father, a night-worker, was a detached, often sadis- 
tically punishing individual, who alternated his 
harshness with friendly behavior during the few 
hours a week he saw his children. The mother was 
a very rigid, demanding person who set high stand- 
ards of behavior for her children and did not toler- 
ate any infraction. During bouts of explosive anger 
she would strike her children forcefully, sometimes 
beating them with a broom. She was especially 
critical and rejecting of the patient, often accusing 
him of having stolen her milk from his twin. She 
demanded rigid obedience, but gave little or no af- 
fection as a reward. 

While he was submissive at home during his 
school years, his behavior outside of his home as- 
sumed a pattern of constant rebellion against so- 
ciety and its standards: he was aggressive and sa- 
distic in his gang warfare, a mugger, liar, truant, 
and sexual delinquent; in the service, he was re- 
peatedly A.W.O.L., alcoholic, and engaged in fre- 


1From the Neuropsychiatric Division of Vet- 
erans Administration Hospital, Bronx, N. Y. 


quent fights, the last of which terminated in his 
paraplegia. This served as the final blow to’ his 
family, and they reacted to it with almost com- 
plete open rejection, making all sorts of excuses 
for not visiting him or refusing to take him home 
for weekends. In this setting, the patient contem- 
plated and attempted his suicide. 

On admission to the psychiatric service, he was 
extremely depressed, hostile, and resentful, but was 
able to cooperate with the therapist. With the 
ventilation of his hostility toward his parents and 
discussion of their rejection, new attitudes toward 
them could be formulated. Therapy designed to 
reduce spasticity, increase muscle strength, and to 
teach ambulation and self-care, together with ther- 
apy directed toward motivating vocational interest, 
seemed to produce a brightening of his concept of 
his role in the future. On January 7, 1952, the pa- 
tient returned to the paraplegic service. 

Follow-up since that time reveals that the patient 
made a better adjustment to hospital routine and 
to his family. He is planning to purchase a private 
home for himself and his family in a suburban area 
with the money he receives from the government for 
compensation. 


DIscUSSION 


When confronted with the immediate prob- 
lem of treating this patient’s acute depression 
it became obvious that a better understanding 
of the special psychiatric problems of the 
paraplegic was needed as a frame of refer- 
ence. Many questions needed elucidation. 
What is the extent of the paraplegic’s dis- 
ability? What are his special environmental 
handicaps and frustrations? What are the 
types of reaction of the paraplegic toward his 
physical disability and environmental handi- 
caps?(1) What can be and has been accom- 
plished toward the successful adjustment of 
the paraplegic? 

Some of the views and approaches gleaned 
from the meager literature on the subject 
that were helpful in evaluating the role of 
various factors affecting this case are pre- 
sented. 

Although paraplegics have many special 
problems that could be termed psychiatric in 
the broad sense of the word, truly patho- 
logical reactions requiring a psychiatrist’s 
attention are not common (2, 4). Reactions 
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of such severe nature tend to fall into 3 
categories: (1.) indifference and lack of 
cooperation of the passive-aggressive type, 
(2.) dependency of an extreme type, includ- 
ing addiction to narcotics and alcohol, (3.) 
antisocial behavior of the psychopathic type 
(see reference 7). 

Self-pity, self-blame, and persistent de- 
pressions are rare(4). There is no increased 
incidence of psychoses, and neuroses are few 
among paraplegics (9, 10). 

From the viewpoint of management the 
paraplegic’s course may be divided into 3 
overlapping periods (9) : 

The early period usually extends to the 
sixth month after injury, when the main 
efforts are directed toward preserving life. 
At first, the patient is.in the state of spinal 
shock with flaccid paralysis and an atonic 
bladder. A decision has to be made whether 
to operate at the site of injury, evacuation of 
the bladder must be initiated with tidal drain- 
age or suprapubic cystostomy, bowel control 
must be established, and a negative nitrogen 
balance corrected. Urinary infections result- 
ing from stasis and catheterizations, and de- 
cubitus ulcers resulting from immobility and 
malnutrition must be prevented or treated. 

Discussing his prognosis with the patient 
is inadvisable during this stage because no 
practical purpose would be served. The pa- 
tient is too sick. Also, it is difficult to predict 
accurately the degree of function that will re- 
turn because the extent of the lesion is often 
difficult to evaluate early. 

During the next 6 months motivation and 
ambulation are emphasized. Unlike ampu- 
tees, the paraplegic clings to the hope of 
eventual cure because there is so little ex- 
ternal disfigurement. This denial of his dis- 
ability results in inertia and unwillingness to 
participate actively in efforts to ambulate him 
with braces and other devices. His denial 
of loss of sexual function is manifested by 
excessive preoccupation with sexual topics 
and pornographic literature. Studies indicate 
that some degree of sexual function may per- 
sist in many paraplegics. Some can perform 
coitus with occasional ejaculation and even 
impregnation resulting. The marriage in- 
cidence after injury is considerable, and the 
divorce rate is low (5, 6, 8). 

Other problems are persistent pain and 


the development of spasticity, which may re- 
quire further disabling neurosurgical pro- 
cedures. Impaired locomotion continues to 
be the main problem. Impaired bowel and 
bladder function seem to be a source of 
more concern to the paraplegic than the loss 
of his sexual powers. 

It seems essential at this point to discuss 
realistically with the patient the permanence 
of his disability in order to get his coopera- 
tion. If he is troubled by spasticity he can 
be encouraged to try harder by making him 
aware that persistent activity and adjustment 
to society have been observed to have an ex- 
tremely favorable influence on spasticity (4). 
Stress should be put on what has been re- 
tained and not on what has been lost. He is 
encouraged to sublimate any sexual drives 
that may still be present into constructive 
channels toward his rehabilitation. 

After he has accepted his disability, and 
mastered the art of living with his handicaps 
on the ward, he is ready to join in the com- 
bined effort for a satisfactory adjustment 
in the community. Here, especially, he needs 
help because he comes up against a frustrat- 
ing environmental situation about which he 
often can do little. He has already had an 
inkling of what to expect from the attitudes 
of newly assigned staff members. New per- 
sonnel, through lack of adequate under- 
standing of the paraplegic, tend to be de- 
pressed over the assignment, easily irritated 
by the patients’ demands, or may be over 
solicitous, either in compensation for their 
hostile feelings, or from excess sympathy. 

Rejection of the patient by his relatives 
may also become obvious when they are faced 
with the problem of caring for him at home. 
It can readily be seen what an important 
part this factor of rejection played in pre- 
cipitating our patient’s suicidal attempt. 

In the case of veterans, the policy of the 
Veterans Administration to give no financial 
inducement (in addition to the $360 a month 
pension that they get in the hospital, where 
the care is free) to those who leave the hos- 
pital to defray their added expenses at home, 
has resulted in a natural reluctance to leave 
the hospital. However, there is little differ- 
ence between service-connected and non- 
service-connected cases, in the percentage 
that are leading or attempting to lead pro- 
ductive lives(6, 9). 
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To deal with these problems some help 
is available. The government provides serv- 
ice-connected cases with free hand-controlled 
automobiles. Information is provided con- 
cerning restaurants and places of recreation 
readily available and accessible to the para- 
plegic. There are reports of considerable 
success in training and placing paraplegics in 
industry, and in the effects of speciai housing 
provided for them(3). 

Because of the demoralizing effect of the 
reactions of haphazardly assigned personnel 
to paraplegic wards, the importance of hav- 
ing specially trained people assigned on a per- 
manent basis is stressed. Attempts are being 
made to educate the family and the com- 
munity concerning the needs and the po- 
tentialities of the paraplegic. 

The patient’s active participation is en- 
listed in the effort to understand the people’s 
reactions to him so that he can make people 
feel at ease with him. 

The prognosis is more favorable if the 
pretraumatic personality was characterized 
by extraversion, high feeling tone, little in- 
tellectualization, and freedom from antisocial 
traits(g). A high IQ helps the paraplegic 
compensate for the loss of locomotion in his 
choice of occupation, substituting brains for 
brawn. Being a part of a closely knit family 
also improves the prognosis. If a veteran’s 
previous poverty and restricted opportunities 
for pleasure lead him to accept his lot much 
more gracefully, with the prospect of a car, 
a pension, and the leisure time to enjoy them, 
a remarkably happy adjustment can be made. 
This seems to be an important factor in our 
patient’s plans for the future. 

Because of the many and varied factors 
involved, the team concept in its broadest 
sense must be utilized in dealing with the 
paraplegic’s problems. The patient, the hos- 
pital staff, the relatives and friends, public 
agencies, and employers must work together, 
persistently and optimistically in a joint 


effort toward returning the paraplegic to a 
happy and respected adjustment in the com- 
munity. 

SUMMARY 


1. A case of attempted suicide by a para- 
plegic is presented as a case of special in- 
terest because of the extreme rarity of such 
reports. 

2. A discussion of psychiatric problems of 
the paraplegic is presented with emphasis on 
his reactions to his disability and to his en- 
vironmental handicaps, and including some 
of the approaches that have been made to 


cope with these problems. Factors important . 


in determining the prognosis are presented. 


The authors wish to express their appreciation 
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as the authors of the references cited. 
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THE EFFECT OF ELECTROSHOCK ON A “NORMAL” PERSON 
UNDER RECENT STRESS 


AN EXPERIMENT ELUCIDATING THE INFLUENCE OF ELECTROSHOCK ON THE 
DEFENSIVE OPERATIONS OF THE Eco 


LEO ALEXANDER, M.D., Boston, Mass. 


In attempting to clarify our thinking con- 
cerning the effects of electric convulsive ther- 
apy in mental diseases it may be well to con- 
sider its effect on “normal” persons, that is, 
on persons not complaining of nor signifi- 
cantly disturbed by mental and emotional 
conflicts (being fully aware, of course, that 
a supremely placid and nondisturbed indi- 
vidual does not exist). For obvious reasons 
such observations are rare(3). On one recent 
occasion, however, chance played into my 
hands and I was able to make such an obser- 
vation. 

A gentleman, 50 years old, of distinctive 
accomplishments in a field closely related to 
our own, and who was therefore frequently 
in close contact with patients who are about 
to or have recently undergone an experience 
of electric shock therapy, consulted the 
superintendent of the hospital, who referred 
him to me, with a request that he be allowed 
to undergo electric shock therapy, in the hope 
that this would render him more capable of 
understanding the frequent qualms and re- 
sentments of his clients. He hoped that a 
personal experience of undergoing an electric 
shock would enable him to know better 
whereof he spoke with his clients. The re- 
quest was unusual but rather well rational- 
ized. There was no overt mental or emotional 
disturbance in this man, although an under- 
tone of desire to underge punishment may 
have been implied by the fact that he and his 
organization had recently undertaken an am- 
bitious venture that ended in conspicuous 
failure. The circumstance had persuaded 
him to resign from his position and to accept 
a similar position elsewhere. However, he 
did not mention the failure and I tactfully 
refrained from doing so. He explained that 


1From the Neurobiologic Unit and Research 
Clinic, Boston State Hospital, and the Depart- 
ment of Psychiatry, Tufts College Medical School. 
Read before the Boston Society of Psychiatry and 
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he had brought his work in his home town to 
conclusion and that he was eagerly looking 
forward to starting similar work in some 
other locality in which development in our 
field was just about ready to surge forward. 
I hesitated to give the treatment for more 
than one reason. I put him through an elabo- 
rate series of physical fitness tests and in 
general tried to put him off, at least until I 
might discover some way in which I could 
justify the granting of his request by setting 
up a planned experiment that would con- 
tribute scientific data commensurate to the 
strain both on the subject and on myself. In 
the meantime he pressed me to go ahead with 
the experiment, for the time of his departure 
moved closer. 

On the day set for the treatment, chance 
played into my hands in providing an ideal 
experimental test situation. On his frequent 
visits to my research clinic, this gentleman 
had usually driven in himself in his own car. 
This particular morning he arrived without 
the car, having loaned it to his daughter. He 
was in a state of considerable upset, for he 
had just been through a rather disturbing 
traffic accident. The street car in which he 
was riding had hit an automobile, and a par- 
ticularly harrowing feature was that the 
street car had hit the motor car twice. The 
first impact spun the car around, and then the 
street car, its brakes obviously not working, 
hit the car a second time from the other side, 
throwing the car this time against a tele- 
phone pole and jamming the car against it. 
Even the street car was derailed by the im- 
pact and the passengers, including our sub- 
ject, had to continue the journey by a special 
bus dispatched to the scene by the street car 
company. 

The subject had arrived sometime ahead of 
me that morning, and he told his story to my 
secretary who with excellent presence of mind 
took down verbatim what he had told her 
about it and showed me the transcript before 
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I saw the gentleman. I realized that this was 
a perfect experimental situation, and decided 
to proceed with the treatment then and there. 
In order not to offer the slightest suggestion, 
I completely refrained from discussing his 
recent experience with the patient prior to 
the treatment, but rather breezily took him 
off to the treatment room without allowing 
him to discuss the accident with me at all. 
A combined convulsive-nonconvulsive treat- 
ment of a total of 3 minutes’ duration was 
administered through temporoparietal leads. 
The treatment went off smoothly and without 
incident. He was cheerful and well at ease 
upon awakening, stating that he was fine 
except for the calves of his legs, which felt 
like a charley horse. He was rather proud of 
remembering numerous details preceding 
the treatment. He remembered that the nurse 
had put jelly on his temples and also that the 
doctor readjusted the position of the head 
band, taking it off once in order to fit the 
‘electrodes more perfectly into place. He also 
remembered the name of the attendant who 
stood on his right and that of the nurse who 
stood on his left side. He remembered what 
he had had for breakfast that morning and 
that he had come by bus rather than in his 
own car. I asked him whether anything un- 
usual had happened on the way and he said, 
“Nothing at all.” “Was there an accident?” 
I asked; “None that I know of,” was his 
reply. I asked him whether he had a con- 
versation with my secretary and he said he 
remembered talking with her a little and giv- 
ing her his newspaper, which was his usual 
custom on visits to the clinic. He added, 
“My mind feels as clear as a bell.” 

The following 10 days the subject felt fine, 
going about his usual activities and making 
all the arrangements for his departure. He 
noted more or less incidentally that he and 
his family felt that he was more relaxed and 
more jovial than he had been for some time. 
Ten days after the treatment I asked him 
again about the events on the treatment day. 
He again emphasized that he remembered 
everything about the treatment: lying down 
on the bed, the jelly on his temples, the ad- 
justment of the strap, the attendant holding 
one shoulder, the nurse holding the other. 
He could remember details after the treat- 


ment: waking up, smoking a cigarette (he 
also remembered that the cigarette had no 
taste, an observation frequently made by pa- 
tients who have recently experienced an elec- 
tric shock), that he was lying on the bed in 
the recovery room feeling well at ease, and 
knowing precisely where he was. I then 
asked him again about the events preceding 
his arrival that morning. He remembered 
getting up at 8:30, then having breakfast. 
This time he stated that he then drove to the 
hospital in his own car, arriving at 9:30; that 
he read his newspaper for a while before the 
doctor arrived and took him to the treatment 
room. I then asked if anything unusual had 
happened on the way to the hospital, and 
again he replied that he could recall nothing 
unusual. I then asked him, “Do you remem- 
ber the topic of your conversation with my 
secretary before I arrived?” He answered, 
“I don’t remember what the conversation 
was about.” “But what about the accident ?” 
I asked. Surprised, he replied, “ I had an 
accident? I don’t recall that at all.” 

The verbatim account of his story as he 
had given it to my secretary on the morning 
of his treatment was then read to him. He 
smiled and then said, “Oh well, I recall that 
accident very clearly. Of course, I remember 
exactly that I had taken the street car that 
morning because my daughter needed the car. 
It is all clear in my mind now, and was clear 
in my mind all along, except that I didn’t 
think of it, and if I may have thought of it— 
which I don’t remember now—I must have 
thought of it as something that happened 
some time ago, without connecting it with 
that particular morning or with my present 
life. But of course I remember every detail 
of it.” The patient then redescribed the acci- 
dent in a calm manner with all the pertinent 
details, emphasizing that he had full recol- 
lection of the accident but that it no longer 
had any emotional meaning for him. 

This observation brings up important 
points of interest. First of all, the accident 
as well as the street car ride were the only 
items for which there was amnesia immedi- 
ately after the electric treatment. Earlier as 
well as later events were clearly remembered 
then. Ten days later, when confronted with 
the account he had given the secretary before 
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his treatment, he was able to call forth a very 
clear memory image of the accident. It be- 
came obvious that all that had actually been 
lost was the associative connection of the 
accident with the present time and with his 
present emotional life. Thus this selective 
amnesia is clearly not an amnesia in the 
ordinary sense at all, but the “symbolic 
amnesia” inherent in the defensive operation 
of isolation that Freud(2) had defined as the 
“stripping” of the associative connections of 
a traumatic or disturbing event or mental 
content that once linked it with the remainder 
of the active mental life, thus depriving the 
event or mental content of its affective mean- 
ing. It becomes clear therefore that what had 
happened in this case is not simple forgetting, 
but rather the result of the bringing into play 
of the defensive force of isolation. 

In abnormal mental states, it is the arousal 
or enhancing of active defensive operations 
that seems to be the most decisive effect of 
convulsive electroshock treatment. It is prob- 
ably for that reason that ECT is helpful in 
those conditions in which defensive opera- 
tions are at a low ebb, ineffective or ex- 
hausted, such as in depression and other 
severely regressive psychotic states, but that 
it is ineffective—in fact disturbing—in those 
conditions in which defensive operations are 
already too disturbingly alerted—constituting 
an obstacle to treatment and recovery—such 
as in anxiety states. 


SUMMARY 


After an experimental application of elec- 
troshock a prior stressful event was disre- 
garded—stripped of its associative connec- 
tions—in the manner consistent with the 
defensive operation known as isolation. Neu- 
tral events that occurred both before and 
after the stressful event were clearly remem- 
bered after the electroshock. 

Clinical studies to be reported elsewhere 
(1) indicate that the arousal or enhancing of 
active defensive operations appears to be the 
most decisive effect of convulsive electroshock 
treatment. It is probably for that reason that 
ECT is helpful in those conditions in which 
defensive operations are at a low ebb, in- 
effective or exhausted, such as in depression 
and other severely regressive psychotic states, 
but that it is ineffective—in fact disturbing— 
in those conditions in which defensive opera- 
tions are already too disturbingly alerted, 
constituting an obstacle to treatment and 
recovery, such as in anxiety states. 
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DIFFERENTIAL INDICATIONS FOR THE USE OF 
GLUTAMIC ACID 


ELIZABETH D. KANE, M.D., Green Bay, Wisc. 


Glutamic acid was given for a 3-month 
period to 150 children. It was of decided 
value in every case in which the triad—emo- 
tional immaturity, mental retardation, and 
brain insult—appeared. It may have been of 
value to the psychotic and the epileptic. It 
seemed to be of no value in other cases. 


DEFINITION OF TERMS 


The term “emotional immaturity” was used 
to describe the child who failed to act his age: 
the child who could not be depended upon, 
whose concentration was poor, whose attitude 
was one of tension and anxiety. He may 
have been inhibited—fearful, hypersensitive, 
whining, clinging to his mother’s skirts, re- 
fusing to play with those of his own age, 
given to daydreaming, hypoactive ; or he may 
have been extroverted-—overaggressive, ir- 
ritable, destructive, restless, and hyperactive. 
But he was, in every case, anxious, tense, un- 
able to concentrate, and incapable of acting 
his mental age. 

The term “mentally retarded” was used to 
describe the child who, regardless of his IQ, 
was far below the average in intelligence, 
compared with other members of his family 
group. 

The term “brain insult” was used when, 
and only when, following malnutrition, in- 
fection, or gross trauma, the child showed 
physical or mental injury. 


CONTROLS 


Ten normal children, given no medication 
of any type, were given the same psycho- 
logical test twice, the second test being given 
about 2 months after the first. This second 
test showed an average rise in IQ of approxi- 
mately 2} points. 

As a further control, 10 emotionally in- 
secure children, children with asthma, tics, 
or stuttering due to jealousy or insecurity, 
but who were not mentally retarded or brain- 
insulted, given glutamic acid showed an aver- 
age fall in IQ of 3} points. Six Mongolians, 


dull but stable, showed a fall of 54 points 
following medication. (Three atypical Mon- 
golians, IQ above 50 and tense and anxious, 
did respond to glutamic acid.) And 15 chil- 
dren who had suffered major brain injury 
but who were stable showed an IQ rise of 
only 2 points on medication; this would be 
less than that on retesting a stable youngster 
of normal IQ who had had no medication 
whatsoever. Three polio cases, emotionally 
insecure but not mentally retarded, failed to 
respond to glutamic acid. 

The average age of the normal chil- 
dren, the emotionally insecure, and the dull 
but stable group, was 9 years; that of the 
mongols was approximately 7 years. The 
range in chronological age was from 4 to 14. 


PROCEDURE 


Glutamic acid was then given to 106 emo- 
tionally immature, mentally retarded, brain- 
insulted youngsters. The average age of 
these children was 9 years. The average dose 
was one 7} grain tablet a day. Where medi- 
cation failed to improve the child’s IQ there 
appeared, on or before the fourth day of 
medication, symptoms of overstimulation, an- 
orexia, hyperactivity, insomnia, irritability, 
poor concentration, tension, and a tendency 
to cry. The child who would profit from 
medication showed slight improvement, if 
any, by the end of the fourth day but, by the 
end of the second week, appetite increased, 
sleep improved, self-reliance replaced fear, 
concentration improved, the IQ rose, and 
the child developed emotional maturity. This 
condition continued until medication was dis- 
continued, but within 2 weeks of cessation of 
medication there was a return to almost the 
previous state. On resuming medication the 
IQ rose again to its former high level, which 
level was usually comparable with that of the 
child’s siblings. At the end of 3 or 4 months’ 
medication, it was often possible to decrease 
dosage and retain almost the level of im- 
provement that had been achieved on the dose 
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of one 74 grain tablet of glutamic acid given 
once a day. 

Glutamic acid was also given to 11 epilep- 
tics and 9 psychotics. 


RESULTS 


The 11 epileptics showed a rise of 13 
points on medication, and the 9 psychotics 
showed an average rise of 19 points, but no 
basic change in the psychotic picture, aside 
from better contact with reality. 

The 106 emotionally immature, mentally 
retarded, brain-insulted children were of 3 
types, as follows: 

1. Twenty-four children suffering from 
malnutrition in early infancy, 10 having been 
decidedly premature, showed an average rise 
in IQ of 17 points. 

2. Twenty-five children who had suffered 
from head injuries, 12 of these at birth and 
13 at a later date, showed an average rise in 
IQ of 19 points. 

3. Fifty-seven children who had suffered 
from brain insults (12 encephalitics, 6 “char- 
acter change after high fever,” 12 otitis, 7 
measles, 5 appendicitis, 3 pneumonias, and 
the remainder various other illnesses, all 
followed by change in character) showed an 
average rise in IQ of 16 points. 


Some specific results: Dennis D., CA 9-0, MA 
7-10, IQ 87, with a history of many attacks of 
rather severe tonsillitis, followed by T&A with 
high fever, was failing in school, irritable, hy- 
peractive, fearful, given to easy tears, subject to 
nightmares, poor appetite, poor concentration. His 
playmates, by his choice, were age 7 and 8. Placed 


on glutamic acid, about 3 weeks after first test: 
MA 8-6, IQ 94, concentration improved, appetite 
improved, hyperactivity and fears decreased, began 
to show an interest in playing with those of his own 
age. A month later, still on medication, CA 9-1, 
MA 9-0, IQ 99, with steady improvement in be- 
havior. Medication ceased when CA 9-6, with re- 
turn to behavior seen prior to medication. When 
tested, still without medication, CA 9-8, MA 8-8, 
IQ 90. The boy was then again placed on medi- 
cation, and a month later when his CA was 9-9 had 
an MA of 10.0 and an IQ of 103. He was again 
playing with those of his own age, eating and sleep- 
ing well, and showing an ability to concentrate; 
restlessness and fears had disappeared except for 
recognition, on the part of the boy, of the fact that 
he had lost out in school and could not yet keep up 
with those of his own age. His brother, age 7-8, 
suffering from severe and chronic otitis, had, prior 
to treatment, an MA of 7-8, and an IQ of 100 with 
behavior similar to D’s behavior. On treatment, at 
the end of 3 weeks the MA was 8-8 and the IQ 113. 
Two months later, still on treatment with a CA of 
7-11 the MA had risen to 9-6 and the IQ to 120. 
There were no more tears, appetite improved, and 
the boy’s school work was far better than it had 
been. 

Rather common comments made by the parents 
ran as follows: “What’s come over Jimmy, he used 
to sit indoors and look at books and I couldn’t get 
him to go out to play, but now he’s out all day 
long with the fellows and doesn’t want to leave his 
ball game to even run an errand for me.” “Mary 
used to come home crying, but yesterday she turned 
on the bully in the block and gave him a thrashing.” 
“Susan says she can dress herself now and can set 
the table, and that she’s no baby anymore.” 


From the above findings the writer con- 
cludes that, while glutamic acid is of little 
or no use in most cases of mental retarda- 
tion, it is of decided value where that retarda- 
tion is accompanied by a history of brain in- 
sult and emotional immaturity. 
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CLINICAL NOTES 


SEDATION OF ALCOHOLIC PATIENTS WITH NONSEDATIVE DRUGS 


A PRELIMINARY REPORT 
JOSEPH THIMANN, M.D.,: Boston, Mass. 


Abrupt withdrawal of alcohol immediately 
after admission to hospital in the acute stage 
of intoxication is not without reason de- 
scribed by patients as “cold turkey.” The pa- 
tients nearly always display irritability, rest- 
lessness, fatigue, difficulty in sleeping, lack 
of appetite, often depression and apprehen- 
sion, and feelings of guilt. The impulse of 
the less experienced therapist is to apply 
sedation, usually barbiturates, paraldehyde, 
chloral hydrate. Unfortunately these drugs 
are habit forming, no less than alcohol itself. 
The history shows, more often than not, 
evidence of a combined addiction to alcohol 
and barbiturates, or alcohol and paraldehyde ; 
sometimes even alcohol and opiates. In such 
cases any sedation by means of habit-forming 
depressants is, of course, contraindicated. 
As a relatively minor side effect, these seda- 
tives prolong the subacute stage of intoxica- 
tion. Insulin hypoglycemia(1) has proved 
an efficient and rapid detoxicant, but neces- 
sitates expert supervision and is, moreover, 
sometimes rejected by patients. Mephenesin 
preparations lack such contraindications 
but have proven at times not sufficiently 
efficacious. 

This dilemma suggested sedation with non- 
sedative drugs, such as Bellergal minus the 
phenobarbital it contains. Thus, experimen- 
tally, the vagus depressant Bellafoline in 
combination with the sympathetic depressant 
ergotamine was given to 155 patients in 505 
doses. The daily dosage varied from 3 to 8 
tablets of each drug. Thus, the patient re- 
ceived 0.75 mg. to 2 mg. of Bellafoline and 
3 mg. to 8 mg. of Gynergen daily, for 1 to 
3 days. The response seemed to be satisfac- 
tory. The patients appeared to be objectively 
calmer and less tense, and said that they felt 
relaxed. This preliminary observation, if 
borne out by application to large numbers of 
patients, might allow us to accept the Bella- 


1 Medical Director, Washingtonian Hospital. 


foline-Gynergen combination as a very use- 
ful nonsedative medication for acute and 
subacute stages of intoxication. 

Three brief case histories will illustrate 
the reaction of alcoholic patients to these 
drugs. 


Mrs. R. F., 45 years old, married, was brought 
to this hospital by ambulance on April 2, at 
7.30 p.m., heavily intoxicated, unconscious. Some- 
what later she regained consciousness, was un- 
cooperative, hostile, using obscene language. The 
necessary heavy sedation was applied only once, 
shortly after admission. Next morning, Bellafoline 
0.25 mg. combined with Gynergen 1 mg. and sodium 
bromide 2.5 gm. was given. The reaction was so 
satisfactory that no other, heavier medication was 
required. The combination of the 3 drugs was re- 
peated at 3.30 p.m. and at 9.30 p.m. No hypnotic 
at bedtime was necessary, certainly a rare occur- 
rence in a patient only 24 hours after admission. 
On April 5 the patient was discharged, recovered 
from the acute stage of intoxication. This seems to 
illustrate that even for a heavily intoxicated person, 
one day after abrupt withdrawal of alcohol, a com- 
bination of a sympathetic and parasympathetic 
depressant with a very moderate dosage of sodium 
bromide is a!l the patient needs to be comfortable. 
No barbiturates and no chloral hydrate or paralde- 
hyde (except for one dosage on admission) were 
necessary. 

The combination of the sympathetic and para- 
sympathetic depressant, without any outright seda- 
tive drug, proved satisfactory in the case of a patient 
who, after withdrawal of alcohol, suffered for 
weeks, from feelings of anxiety(2) whenever he 
went as far even as one block from the hospital. 
Mr. G. B. was born in 1925, in Europe, immigrated 
approximately a year ago, his working capacity 
vitiated from that time not only by language diffi- 
culties but even more by his uncontrollable drinking. 
After his detoxication, it was felt that psychother- 
apy and Antabuse would be more efficacious if sup- 
plemented by the semi-hospitalization plan(3), 
which reduces the hospitalization to the patient's 
free time only, allowing him to work regularly, full 
time in the community. It was on such occasions 
that he experienced anxiety as soon as he left the 
hospital building in the morning. Here again, the 
combination of the sympathetic and parasympathetic 
depressant was entirely adequate to eliminate his 
handicapping anxieties and fears and enable him to 
proceed to his place of work. t 
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In very restless and tense patients, however, this 
medication in the usual dosage may prove inefficient. 
The central nervous and circulatory systems of a 
26-year-old male, white patient were so unstable 
that at the age of 13 or 14, when excited, he would 
“get blind for an hour or so” with subsequent 
severe unilateral headache. A day after admission 
and withdrawal of alcohol, he was given an injection 
of 0.25 mg. of ergotamine tartrate and 0.5 mg. of 
Bellafoline. Surprisingly, the patient not only 
reported no relief but even a further impairment of 
his “nerves.” In this case insulin-induced hypo- 


glycemia was necessary to calm the patient. 
In summary, it appears that a combination 
of sympathetic and parasympathetic depres- 


sants will prove very useful to make habit- 
forming sedation superfluous. 
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CORRESPONDENCE 


ANNUAL REPORTS ON STRESS 


Editor, AMERICAN JOURNAL OF PsycHIATRY : 


Sir: In perusing the current literature 
with which this JouRNAL is concerned, we 
note that an ever-increasing number of its 
articles deals with problems pertaining to 
research on “stress” and the so-called “‘adap- 
tive hormones” (ACTH, STH, corticoids, 
adrenergic substances, etc.). 

We are writing you because, in our opin- 
ion, the success of research in this complex 
and rapidly developing field largely depends 
upon the prompt availability and evaluation 
of relevant publications, a task for which we 
should like to solicit the assistance of your 
readers. 

In 1950, the Institute of Experimental 
Medicine and Surgery of the University of 
Montreal initiated the publication of a ser- 
ies of reference volumes entitled “Annual 
Reports on Stress” (Acta Medical Publish- 
ers, Montreal) in which the entire current 
world literature is surveyed every year (usu- 
ally between 2,000 and 4,000 publications). 
Up to now, we have had to compile the per- 
tinent literature partly from medical periodi- 
cals, monographs, abstract journals, and 
partly from reprints sent to us by the authors 
themselves. Of all these, reprints proved to 


be the best source of data that we felt de- 
served prompt attention in our annual re- 
ports. Hence, in the past, we have sent out 
several thousand individual reprint requests 
to authors who we knew were currently en- 
gaged in research on stress and allied topics. 
Even this procedure did not give us the wide 
coverage that would be desirable, because * 
is materially impossible to contact all these 
authors individually and it often takes too 
much time to get the requested reprints. 

It is evident that, in order to ensure 
prompt inclusion of publications in the an- 
nual reports, these surveys must develop into 
a cooperative effort between the authors of 
original papers and the reviewers. This co- 
operation was greatly enhanced of late by 
the publication of announcements, in several 
medical journals, encouraging investigators 
interested in stress research to send us their 
reprints for this purpose as soon as they 
become available. 

We should be grateful if, by the publica- 
tion of this note, you would also bring this 
problem to the attention of your readers. 

Hans Setye, M. D., Pu. D., D. Sc. 
ALEXANDER Horava, M. D., 
Montreal, Que. 
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THE AMERICAN PSYCHIATRIC ASSOCIATION AND 
MEDICAL EDUCATION 


Fitness to work in our field in this extra- 
ordinary period of the mid-century demands 
extraordinary preparation. 

Scientific knowledge, ways of living, basic 
beliefs and attitudes, the tempo of work and 
recreation—all are on the move. Customs of 
marriage and child rearing, of work and rec- 
reation, precept and motivation, are under 
continuous and exceptional revision. New 
technical occupations, methods of transport, 
ways of waging war, contribute new forms 
of stress. Advancing knowledge of the first 
years of life, and long-delayed but now stren- 
uous efforts to increase our information con- 
cerning the rapidly expanding numbers of 
older persons, all demand training and re- 
training, basic preparation and refresher 
course, continual assimilation of the new 
facts and theories now flooding in from all 
our rapidly expanding areas of inquiry. 

Vast extensions in our information con- 
cerning social factors, psychosomatic illness, 
concerning new methods of investigation, 
diagnosis and treatment, make demands upon 
us for preparation, the storing of knowledge, 
the refinement of skill, which our predecess- 
ors never knew, barely foresaw. 

As an Association we are—and most prop- 
erly—deeply involved at every point in the 
extraordinary speed and complexity of 
change in this mid-century period. That the 
Association should have not simply survived 
but have shown such remarkable expansion 
in scope and in power is witness to the fact 
that it is an essential and a vigorously active 
ferment in the life of the countries that lie 
across the northern and central parts of our 
hemisphere. And that those objects that were 
set up by the founders of the Association 109 
years ago still remain our primary purposes 
is eloquent testimony alike to the far-sighted- 
ness of those founders and to the elemental 
significance of the objects. Of these, psychi- 
atric education is among the primal group. 
The constitution states, with the simplicity of 
complete conviction, that its third object 
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is “to further psychiatric education and 
research.” 

Our early participation in medical educa- 
tion got under way slowly, gathering scope 
and force with each passing decade. At the 
outset, our contribution was almost exclu- 
sively through the program and scientific 
exhibits of the annual meeting. From the 
first, the JoURNAL has been an instrument of 
wider dissemination of this and other infor- 
mation ; it has now been joined by the Mental 
Hospital Bulletin and a growing tide of 
occasional publications. 

At the annual meeting there has been a 
steady expansion of our educational function. 
It has taken its most explicit form in those 
sessions and round tables devoted to under- 
graduate and postgraduate education. 

We have seen ourselves as providing a 
forum to which those working in the uni- 
versities, in the great teaching hospitals and 
clinics, might bring ideas for discussion with 
their fellows. 

This educational responsibility of the an- 
nual meeting is being expanded into the 
newly established regional research confer- 
ences; and we hope that it will find a still 
wider expression in large divisional meetings 
established to meet the needs of a member- 
ship far too large and far too widely located 
across the northern part of this hemisphere 
to attend the annual meetings in numbers 
commensurate with our actual size. 

If the educational work of the Association 
is seen as being most extensive through the 
annual meeting and through the JourNAL, 
it can be reasonably said to reach its most 
intensive form in the work of the Committee 
on Medical Education. The records of this 
Committee, even if we take only the last ten 
years, are so crammed with activities and 
enterprises that it is impossible to do more 
than take for particular mention those that 
now seem to have been truly cardinal. Among 
these must be placed the working out of 
recommendations concerning both under- 
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graduate and postgraduate curricula. These 
recommendations, coming during the early 
1940’s, were immensely influential in de- 
termining the organization and the remarka- 
bly quick expansion in the number of psy- 
chiatric departments in the universities of 
the North American continent that took place 
during post-World War II years. Then, in- 
sensibly, as the years of that decade moved 
toward its close, the thinking of the Associa- 
tion as expressed through the Committee on 
Medical Education found both an echo and 
a stimulus in the minds of our colleagues in 
other fields of medicine and in those standing 
outside but deeply interested in medical edu- 
cation. This thinking was rapidly parting 
company with the older conception of medi- 
cal education as the training of men prepared 
to combat disease, the training for purely 
curative medicine. The newer thinking, which 
was particularly clearly evidenced in the first 
and second Ithaca Conferences in 1951 and 
1952, is much more concerned with the prep- 
aration of medical men fit to deal with people 
—people whose health must not only be re- 
paired but also must be both protected and 
enhanced. Indeed, one may perhaps discern 
behind this still a third orientation, now 
dimly taking form: the preparation of psy- 
chiatrists, as well as of our colleagues in 
other fields, whose primary concern will be 
with the enhancement and protection of the 
health of communities. 

Thus one must see lying before the Asso- 
ciation a responsibility for taking a notable 
part in the great revisions of medical educa- 
tion that are now impending, and that in 
certain centers are now going forward. At 
this moment, the major emphasis is upon the 
revision of the undergraduate curriculum. 
One may observe the move from atomism to 
holism, from the old preoccupation with the 
separated part to the new preoccupation with 
the living whole ; a move from years devoted 
to the endless, if fascinating, details of 
anatomy to a concern with the infinitely more 
meaningful reactions of the living man as 
part of his family and of his community. 

Passing from these major goals and aspir- 
ations, one may note the great range of the 
ongoing day-to-day activities of the Asso- 
ciation’s Committee on Medical Education. It 
is concerned with the publication of bro- 
chures describing resident training, with the 


problem of recruitment of residents ; it is con- 
cerned with the requirements as to psy- 
chiatric instruction required by the state li- 
censing boards and by the national board 
examinations. 

This leads, naturally, to a brief discussion 
of still another important field in which the 
Association has played a leading part, namely, 
in the setting up of the American Board of 
Psychiatry and Neurology. From the outset, 
members of the American Psychiatric Asso- 
ciation have formed part of the governing 
body of the American Board of Psychiatry 
and Neurology. This Board has exercised an 
immense influence upon the standards of 
preparation for postgraduate work in psy- 
chiatry. There can be little doubt that it has 
also made its contribution indirectly to the 
widespread establishment of postgraduate 
training facilities across the United States, 
while the Royal College of Physicians and 
Surgeons has performed a similar function 
with respect to the Canadian scene. 

Still more recently, the American Psychi- 
atric Association, through the establishment 
of the Mental Hospital Institutes, has set up 
still another form for the dissemination of 
information concerning our field; and thus, 
through it, and through its associated Bulle- 
tin, the Association is once more providing 
facilities for adding to the experience of its 
members in fields of outstanding importance. 

Before closing this page, I should like to 
touch briefly on certain of the fields of 
medical education in which it would seem 
probable that the Association will be in a 
position to make notable contributions. Ref- 
erence has already been made to the interest 
we have found jointly with the American 
Association of Medical Colleges in the possi- 
bilities of revising the undergraduate curric- 
ulum and in the development of postgraduate 
education. We can see that with the growth 
of multidisciplinary instruction and with the 
need for an ever-widening range of experi- 
ence for the postgraduate student—commu- 
nity psychiatry, child psychiatry, state hos- 
pital work, general hospital psychiatry, and 
many others—postgraduate education is 
progressively moving away fiom the orbit of 
the single teaching hospital or clinic and is 
becoming much more frequently carried 
out by an integrated network of training 


{ 

a 


706 


PRESIDENT’S PAGE [ Mar. 


centers. We can see, moreover, that the 
university, with its departments of endo- 
crinology and neurology, psychology and 
sociology, ancillary to our training needs, is 
assuming a continually more important part 
in the leadership of such networks. Em- 
phasis should be laid on a long-neglected 
field, that of the proper selection of men 
entering the field of medicine. Many at- 
tempts have been made to work out meth- 
ods of selection, but these seem inevitably 
to have fallen down because as yet there 
exists no clear-cut statement as to what is 
required of the man who enters one of the 
many careers that medicine offers; there is 


no job analysis for the surgeon, the physi- 
cian, or the psychiatrist. 

In closing, one must record the fact that 
the Association, with its long record of suc- 
cessful and powerful participation in the 
field of medical education, has now been 
asked to assume its part in the drawing up 
of plans for the development of medical 
education on the world stage. The World 
Medical Association is holding its first Con- 
ference on Medical Education in London in 
August 1953, and in this Conference the 
American Psychiatric Association has been 
invited to take part. 

D. Ewen Cameron, M.D. 


CULTURAL RELATIVISM 


Few concepts of anthropology have received more attention in recent years than that of 
cultural relativism. Emphasis has been on the innate “right” of peoples to do things in 
their own way, to avoid judging the ways of one group by values of another. Quite apart 
from moral implications, an awareness of the significance of cultural relativity should be 
an essential tool of all persons engaged in planning or carrying out technical aid programs 
in cultures other than their own. North Americans are particularly guilty of assuming 
that if something works well in the United States it will work equally well elsewhere, and 
that it will be “good” for those persons lucky enough to be exposed to it. 


Grorce M. Foster 
Human Organization, 
Fall, 1952. 
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COMMENT 


THE BIRTH OF THE FIRST COORDINATED RESEARCH IN THE 
ETIOLOGY OF SCHIZOPHRENIA 


When first elected Sovereign Grand Com- 
mander of the Supreme Council of the 
Thirty-Third and Last Degree of the An- 
cient Accepted Scottish Rite of Freemasonry 
for the Northern Masonic Jurisdiction of the 
United States of America—which has the 
largest membership in its subordinate bodies 
of any Supreme Council in the world—I 
sought to find some eleemosynary field for 
the expenditure of unneeded funds that 
would answer three requirements: First, it 
should be unique ; second, if it were success- 
ful it should benefit mankind in general and 
have no special connection with Freema- 
sonry ; and, third, that it should be within 
our means. It was not easy, for 18 months 
were spent in a search for a project that 
would meet these three tests. I consulted the 
Rockefeller Foundation, the American Red 
Cross, and other national institutions without 
success until a conference was arranged ‘with 
a committee of what is now known as The 
National Association for Mental Health, Inc. 

That conference was of considerable length 
and covered a wide field, but we unanimously 
agreed that the most malignant disease in 
the world was dementia praecox. Further, 
the writer learned that researchers in this 
field had not coordinated their work. The 
Supreme Council’s Committee on Benevo- 
lences was authorized in 1934 to spend an 
appropriation to discover, primarily, what 
was known about dementia praecox and 
whether or not a research in its etiology 
would meet our tests. The story of that 
research has been told by Dr. Nolan D. C. 
Lewis. It was printed by us in a book en- 
titled, “Research in Dementia Praecox,” of 
which copies were sent widespread without 
charge to all those who would be interested, 
so far as we knew. Dr. Lewis’ appointment 
as the first field representative and coordi- 
nator of research was made in cooperation 
with a committee of what was then known as 
The National Committee for Mental Hygiene 
and a committee of the Supreme Council. 


The words “dementia praecox” and “schiz- 
ophrenia” were, at that time, used almost 
indiscriminately. Now, the emphasis is being 
laid on the latter word. 

It would be impossible in any short article 
to cover the detail, but, since the report of 
Dr. Lewis (consisting of 320 pages) to 
which reference has been made, the Supreme 
Counci! has annually appropriated funds to 
prosecute the research. 

The word “coordinated” as used by us 
means that reasonably often in the years of 
this research those in charge of research in 
the various fields were brought together in 
a private meeting at which papers were sel- 
dom read but where each worker talked of 
his successes and failures and was subjected 
to the answering of questions from his fel- 
lows. These informal conferences seem to 
the writer to be in many respects highly ad- 
vantageous because, at the time we began 
them, research in mental disorders was really 
in a state of chaos, and that applied particu- 
larly to schizophrenia. Written reports have 
been made yearly by the Director of Research 
to the joint committees appointed by The 
National Association for Mental Health, Inc., 
and the Supreme Council. These joint com- 
mittees, which are considered as one, meet 
twice each year, spending from one to two 
full days each time in discussion arising from 
the reports. Dr. Lewis’ successor as Direc- 
tor of Research is Dr. William Malamud, 
and both gentlemen have sat in with the joint 
committees and reported in great detail at 
these meetings. The results of the research 
thus promoted have been digested in the 
Allocution or annual report of the Sovereign 
Grand Commander each year to the Supreme 
Council and from time to time the results of 
the research wholly or partly financed by 
funds supplied by the Supreme Council have 
been the basis of papers read to the Ameri- 
can Psychiatric Association as well as The 
Association for Mental Health. It is impossi- 
ble for the writer to digest them all in a 
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readable article. Indeed, the Supreme Coun- 
cil has paid several thousands of dollars for 
the publication of digests none of which have 
been given much attention until recently by 
the public at large, whom we are endeavoring 
to educate. 

The committee appointed by the National 
Committee for Mental Hygiene, which set 
the course that we have followed, was headed 
by Arthur H. Ruggles, M. D., the President 
of the National Committee for Mental Hy- 
giene, and had on it such outstanding scien- 
tists in psychiatry as Dr. Adolf Meyer, Dr. 
Winfred Overholser, Dr. Edward Strecker, 
and Dr. William A. White, all of whose 
labors in this field will be recognized by 
students of psychiatry. 

Already the Supreme Council has appro- 
priated and spent about a million dollars in 
this research and, at a recent meeting, it set 
aside $1,000,000, to which gifts have since 
been added, and this sum has been set up as 
the Benevolent Foundation of the Supreme 
Council. Had it not been for the cordial 
cooperation and assistance, however, of the 
committee appointed by the Association and 
the detailed work of the Directors of Re- 
search, we should not have made the progress 
that we have succeeded in making. The full 
answer to the etiology of schizophrenia has 
not been found by this research, but many 
coordinating factors have been discovered 
and collateral findings have been made of 
great value to the world. 

The public at last has shown some interest 


in the success of the labors of the committee. 
Although there are many thousands in the 
mental hospitals of this country, yet the sub- 
ject does not appeal to the public at large as 
it would if there were some visible signs that 
all could see. Unfortunately, the worst suf- 
ferers from schizophrenia must necessarily 
be in mental hospitals and it is not appreci- 
ated yet that every person committed to a 
mental hospital with schizophre~ia will cost 
the public about $50,000 entirely apart from 
the money paid by the families of the suffer- 
ers. So far, the Supreme Council has not 
made an appeal for funds to the public, and 
little has been expended in the above research 
that has not been contributed by the Supreme 
Council. Fortunately, however, there are 
several other foundations that are now taking 
an interest in this subject, and individuals 
are beginning to realize its importance. On 
one visitation made by the Sovereign Grand 
Commander this past Fall to the subordinate 
bodies in one of our larger cities, he was able 
to bring home to the Benevolent Foundation 
two substantial contributions, in five figures 
each, which have been followed by smaller 
contributions. We are considering making 
an appeal to the various subordinate bodies 
of our Rite for contributions toward the 
further prosecution of this research, and I 
want to express the great appreciation of the 
Supreme Council for the funds, which have 
been used to carry on the work entirely with- 
out further cost to the givers. 
ME tvin M. JoHNSON 
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FosteR KENNEDY MeEMoriAL AT UNI- 
veRSITY HospitaL, HAVANA.—In connection 
with the eighth International Cruise-Con- 
gress and the 25th anniversary of the Pan 
American Medical Association at the Uni- 
versity Hospital, Havana, Cuba, January 16, 
1953, was dedicated the Foster Kennedy 
Memorial Neurological Wards of the Uni- 
versity Hospital and Havana Medical School. 
Dr. Kennedy was a trustee of the Pan Ameri- 
can Medical Association and president of the 
neuropsychiatric section for many years. 

At the memorial ceremony Dr. Rodolfo 
Guiral, professor of neuropathology at the 
Havana Medical School, Dr. Juan Negrin, 
Jr., of New York City, president, section of 
neurological surgery of the Pan American 
Medical Association, and Dr. Joseph J. Eller, 
executive director of the Association, ad- 
dressed the Congress. 

The American friends of Foster Kennedy, 
in recognition of the homage of their Cuban 
colleagues, presented to the University Hos- 
pital a reproduction of the life-sized bust of 
Dr. Kennedy by Victor Salvatore. The bust 
was unveiled by Mrs. Kennedy, who pre- 
sented the collected papers of Foster Ken- 
nedy specially bound as a personal gift to 
the University Hospital and the department 
of neurology of the Havana Medical School. 


Wor p Menicat AssociaTIon.—The First 
Western Hemisphere Conference of the 
World Medical Association will be held at 
Richmond, Va., on April 24, 1953. There 
will be opportunity for a discussion of cur- 
rent medical problems between representa- 
tives of the national medical societies of 
Latin America and United States specialists 
and practitioners. Dr. Louis H. Bauer, presi- 
dent of the American Medical Association 
and secretary-general of the World Medical 
Association, will be moderator at a general 
session for panel reports. Dr. Leo H. Barte- 
meier, associate professor of clinical psy- 
chiatry at Wayne University College of 
Medicine, Detroit, will be a guest-participant 
in the panel discussions. 


~NEWS AND NOTES 


FirtH INTERNATIONAL CONGRESS ON 
MENTAL HEALTH.—The Fifth International 
Congress is to be held at the University of 
Toronto, August 14-21, 1954. The Congress 
theme will be “Mental Health in Public 
Affairs.” 

Four International Congresses have been 
held to date. The first two, in Washington 
in 1930 and in Paris in 1937, were under the 
auspices of the International Committee on 
Mental Hygiene. The Third Congress, held 
in London in 1948, had as its theme ‘Mental 
Health and World Citizenship.” It was out of 
this congress that the World Federation for 
Mental Health developed. Since that time 
the Federation has held annual meetings in 
Geneva, Paris, Mexico City, and Brussels. 
The Fourth International Congress on Men- 
tal Health was held in Mexico City in 
December 1951. 

Inquiries about the Fifth Congress should 
be sent to the Executive Officer, Fifth Inter- 
national Congress on Mental Health, 111 St. 
George St., Toronto, Canada. 


NEED FOR MENTAL HEALTH WorkKERS IN 
EASTERN MEDITERRANEAN R2eGIon.—Spe- 
cialists meeting recently at the World Health 
Organization’s Regional Office in Alexandria, 
Egypt, pointed out the need for increased 
mental health services throughout the Eastern 
Mediterranean region. The group, members 
of which came from Egypt, the Sudan, Iraq, 
Lebanon, and Syria, asked WHO to plan a 
regional seminar for psychiatrists, nurses, 
psychologists, sociologists and social workers, 
participants to be nominated by governments 
of the region. It was agreed that treatment 
of mental illness must be developed along 
lines that will not conflict with the culture 
patterns and social background of the people 
in the various countries. The problem of drug 
addiction, particularly hashish, was also rec- 
ommended for discussion. 


DeatH oF Dr. FrepericK BAUGH.—On 
January 6, 1953, occurred the death of Dr. 
Frederick H. C. Baugh, who recently retired 
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because of poor health from the superin- 
tendency of the Homewood Sanitarium in 
Guelph, Ont. 

Born in Saskatchewan in 1887, Dr. Baugh 
while an undergraduate in arts in Queens 
University at Kingston enlisted during 
World War I in the Queens Field Ambu- 
lance and saw service in France. After the 
war he received both his arts and medical 
degrees from Queens University. Before 
joining the staff of the Homewood Sanitar- 
ium in 1926 Dr. Baugh had spent 4 years in 
the Ontario provincial service, and in 1942 
on the retirement of Dr. Harvey Clare he 
became superintendent of the Homewood 
Sanitarium. The services of this institution 
were notably expanded and improved during 
his term of office. He had also served as 
president of the Ontario Neuropsychiatric 
Association. For many years he had inter- 
ested himself in the subject of reforestation 
and soil conservation and had received official 
recognition for his contribution to this prob- 
lem. His membership in The American 
Psychiatric Association dates from 1933. 

Dr. Archibald L. MacKinnon, formerly 
assistant superintendent at Homewood, suc- 
ceeded Dr. Baugh as head of the institution. 


DeaTH oF Dr. GiLBert BecK.—On Janu- 
ary 9, 1953, died Dr. Gilbert N. Beck, psychi- 
atrist-in-chief at the University of Buffalo 
Medical School. His age was 53. 

A graduate in medicine of the University 
of Buffalo, Dr. Beck had wide graduate ex- 
perience in other centers, including the Johns 
Hopkins Hospital and clinics in London and 
on the continent. He had been a member of 
the faculty of the University of Buffalo for 
24 years and professor of psychiatry since 
1946. 

During World War II he was attached to 
the 43d General Hospital and served as a 
psychiatrist and neurologist in Africa, Italy, 
France, and the Philippines. Dr. Beck was 
a Fellow of The American Psychiatric Asso- 
ciation, having joined that body in 1933. 


Dr. Bascock SUPERINTENDENT OF 
Butter Hospirat.—On December 10, 1952, 
Dr. Henry H. Babcock was appointed super- 
intendent and physician-in-chief of Butler 
Hospital, Providence, R. I. Dr. Babcock had 
previously served in the capacity of acting 


superintendent and physician-in-chief since 
the resignation of Dr. David G. Wright in 
May 1951. He has been on the staff of 
Butler Hospital since 1946. 


RorscHACH SEMINARS, UNIVERSITY OF 
Cuicaco.—The department of psychology, 
University of Chicago, announces 2 work- 
shop seminars in the Rorschach test, July 6- 
10 inclusive and July 13-17 inclusive, to be 
conducted by Dr. S. J. Beck. The first course 
is concerned with basic processes and is 
open to students at, or ready for, the interne 
level. The second course is concerned with 
indications for treatment and is open only to 
psychologists and psychiatrists in clinical 
positions or practice. For information write 
the executive secretary, Department of 
Psychology, University of Chicago, Chicago 
37, Il. 


AMERICAN ACADEMY OF NEUROLOGY.— 
Preceding the Fifth Annual Meeting of 
the Academy, April 1953, at the Edgewater 
Beach Hotel, Chicago, will be offered special 
courses in various aspects of neurology and 
allied disciplines. The one-day courses will 
take place April 6, 7, and 8 and are oriented 
toward practical clinical use. For details 
write to Mrs. J. C. McKinley, 19 Millard 
Hall, University of Minnesota, Minneapolis 
14, Minn. 


Lyons VA InstiTtuTe.—The Third An- 
nual Institute in Psychiatry and Neurology 
sponsored by the VA Hospital, Lyons, N. J., 
the New Jersey Neuropsychiatric Associa- 
tion, and the New Jersey District Branch of 
the A. P. A., will take place April 22 and 23 
at the VA Hospital, Lyons. The program 
will include lectures, clinical demonstrations, 
and medical exhibits. Dr. Gregory Zilboorg 
will be the after-dinner speaker ; his topic will 
be “The Humanitarian and the Therapeutic 
in Psychiatry.” Registration fee is $1.00; 
military personnel and full-time VA person- 
nel are exempt. Additional information may 
be obtained from Dr. Crawford N. Baganz, 
VA Hospital, Lyons, N. J. 


NortH Littte Rock VA MeEeTING 
Hewtp.—The Fifth Annual Neuropsychi- 
atric Meeting was held at the VA Hospital, 
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North Little Rock, Ark., February 26 and 
27. Many eminent speakers took part in the 
scientific sessions and there were also clinical 
demonstrations and technical exhibits. On 
February 25 took place an all-day meeting 
for psychiatric social workers of the area. 


AMERICAN ORTHOPSYCHIATRIC ASSOCIA- 
TION.—The 30th annual meeting of this 
Association took place February 23-25 in the 
Hotel Statler, Cleveland, Ohio. Dr. Morris 
Krugman gave the presidential address at 
the general session on February 23, and there 
were additional speeches by Dr. Otto Kline- 
berg, of the department of psychology, Co- 
lumbia University, and by James Marshall, 
former president of the board of education, 
New York City. The full program that fol- 
lowed included reports of international meet- 
ings, case workshops, panel discussions, films, 
and symposia. 


Society or BroLocicaL PsycHiaTRy.— 
This Society will hold its Eighth Annual 
Convention and Scientific Program on Sun- 
day, May 3, at the Hotel Statler in Los 
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15, 16, 1952. 
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Apffel, Philli Ric rd, 82 Clinton Ave., Newark a 
Appel, John W., 111 47th St St., Philadelphia 39, Pa. 
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— Edwin, Jr., 335 S St., Wilkes- 
arre 
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Biele, Flora Herman, 1601 Walnut St., Philadelphia 2. 2, ‘2 
Blackman, Lionel Hart, 24 E. 94th St., New Yor 
Bockoven, J. Sanbourne, 74 Fenwood Rd., Boston 1 2 3S 
Boigon, Helen W., 5 E. 72nd St., New York 21 
Boigon, Melvin, 59 zand St., New York 21, N. Y. 
Bojar, Samuel, Peter Bent ae Hosp., Boston 1 ‘¥ Mass. 
Bressler, David M. , 59 E. 79th St., New York 21, 
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Cantow, Lawrence Albert, 1123 David Whitney Bldg., De- 
troit 26, Mich. 
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Chinburg, Kenneth ¢. Medical Center for Federal Pris- 
oners, Springfield, M 

ss Edward R. 147 E. soth St., New York 22, 


THE AMERICAN BOARD OF PSYCHIATRY AND NEUROLOGY, INC. 


Angeles. The afternoon session is scheduled 
for 2 o’clock and the evening session for 8 
o'clock, both in the Sierra Room. The 
annual dinner will take place at 7 o'clock in 
the Mission Room. 

Dr. Abram E. Bennett is president of the 
Society and Dr. George N. Thompson sec- 
retary-treasurer,. 


NortuH Paciric Society oF NEUROLOGY 
AND PsyCHIATRY.—The next annual meet- 
ing of this Society will take place in Port- 
land, Ore., on April 10 and 11. For further 
information write to the secretary-treasurer, 
Dr. Robert A. Coen, 218 Mayer Bldg., 1130 
S. W. Morrison St., Portland, Ore. 


New Jersey NEUROPSYCHIATRIC Asso- 
CIATION.—The officers of this Association 
for 1953 are as follows: president, Dr. 
Archie Crandell ; president-elect, Dr. Frank 
Pignataro ; past president, Dr. David Flicker ; 
secretary, Dr. J. Lawrence Evans; treasurer, 
Dr. Evelyn Parker Ivey; trustees, Drs. 
Thomas Fitch, William Furst, David Mc- 
Creight, Ira S. Ross, Oscar Rozett, and 
Luman Tenney. 
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Goodman, Harry, Gardner State Hosp., East Gardner, Mass. 
Green, Maurice R. ., 14 E. 80th St., New York 21, N. Y. 
Greenberg, Samuel I., 20 Plaza St., Brooklyn, N. Y. 
Hagood, Robert Bragg, VA Hosp., Montrose, N.Y. 
Hampshire, Alice, 285 Central Park W., New York 24, N.Y. 
Harris, Lloyd D., 16 Garfield Poughkeepsie, 
Bate, John M., "NP Service, U. S. Army Hosp., Fort Ord, 
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Mqeeeie, Thomas B., Box O, Gorgas Hosp., Ancon, Canal 
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Hayes, Marjorie, 244 Townsend St., Roxbury, Mass. 
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MentTAL Hyciene IN TEACHING. By Fritz Redl 
and William W. Wattenberg. (New York: 
Harcourt, Brace, 1951. Price: $3.50.) 


MENTAL HycIENE For Classroom TEACHERS. By 
Harold W. Bernard. (New York: McGraw- 
Hill, 1952. Price: $4.75.) 


CHILDHOOD PROBLEMS AND THE TEACHER. By 
Charlotte Buhler, Faith Smitter, and Sybil 
Richardson. (New York: Henry Holt, 1952. 
Price: $3.75.) 


The Redl-Wattenberg text has now been off the 
presses long enough to report that the favorable 
first impressions have been justified in actual use. 
This book gets off to a very good start with 11 
interesting school situations all involving mental hy- 
giene principles familiar to teachers—“Charles: ‘A 
Trouble-maker,’” “Agnes: ‘A Clinging Vine,’” 
“Jerry: A ‘Spelling Problem,” “Phyllis Is Upset,” 
and so on. These are followed by helpful, well- 
written sections on the nature of mental hygiene; 
behavior mechanisms; growth problems in the pre- 
school years, early school years, pre-adolescence 
and adolescence; personality adjustments. 

More than half the book deals specifically with 
classroom applications—mental hygiene in school 
learning, group life in the classroom, the psycholog- 
ical roles of teachers, diagnostic thinking in the 
classroom, “influence techniques,” some common 
dilemmas teachers face, children who need special 
help, working with parents. Particularly useful for 
teachers is the description of group work and its 
possibilities. “For the emotional health of pupils 
and teachers alike,” say the authors, “it is best that 
teachers be able to exemplify attitudes of helpfulness 
in all the roles they have to play.” 

One of the newest books in mental health and 
education comes out of 15 years of Oregon teaching 
experience in this field. Dr. Bernard is associate 
professor in the Extension Division of the Oregon 
State System of Higher Education. The emphasis 
throughout the Bernard book is on positive mental 
health: “Of the many challenges hurled at teachers, 
none transcends that of making the most of our 
rich human assets—of keeping children and youth 
mentally, physically, and spiritually sound.” The 
author believes that mankind can be taught to live 
with the problems of complexity and speed initiated 
by conditions of contemporary life—that knowl- 
edge is now available that would greatly “facili- 
tate more harmonious living.” 

Basic human needs are discussed—organic, psy- 
chological, social; the nature of maladjustment; the 
special needs of children and adolescents. There are 
sections on helping children with problems and the 
“mental hygiene of discipline.” One large section 
dealing with “some questionable school practices” 
is paralleled by one on “constructive classroom 
approaches to mental health,” in which a number of 
everyday problemsareanalyzed. One significant con- 
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clusion is that, while it would, of course, be wonder- 
ful to have sufficient clinical assistance and trained 
personnel for aiding pupils to make better adjust- 
ments, under conditions as they exist a very impor- 
tant part of the task is for the teachers to make use 
of the many kinds of school resources for mental 
health that are now overlooked. 

How much psychology ought the teacher to know 
and be able to apply? This is the question Charlotte 
Buhler and her associates attempt to answer in a 
book designed to do 3 things: “to give the 
teacher an understanding of the dynamics of be- 
havior problems, to determine by means of case 
examples what the teacher may achieve in various 
circumstances, and to describe the type of problem 
with which the teacher needs specialized assistance.” 

The authors believe that teachers must know 
about children’s motivations to understand their 
needs, to know their interests, and to judge their 
maturity. They illustrate by the case of Frick, a 
little boy in kindergarten (nearly 6 years old) who 
explains a drawing of his as “a house tied to a tree 
‘so that it cannot run away.’” The teacher’s com- 
ment was that “the boy must know that houses 
don’t run.” Indeed, Frick did know that—he was 
not mentally retarded. A psychologically sensi- 
tive teacher, the authors point out, would have 
recognized that the repetitions in the boy’s drawing, 
block building, and construction indicated an emo- 
tional predicament, a “complex” in the child’s mind. 
The teacher who made the original comment, in 
other words, was dealing with behavior that she 
did not recognize as a symptom. 

After discussing “problem behavior,” biological 
and psychological concepts, and the role of home 
and school, the authors attempt to answer the 
question: What can the teacher do? Twenty-two 
cases are presented “as a guide to the complexity 
of problem patterns and personality pictures which 
may be encountered in school.” These cases in- 
volve both “scholastic problem patterns” (school 
rejection, failure, and perfectionism in work) and 
fundamental socio-emotional problem patterns (ag- 
gression, withdrawal) of individual children. A 
final section of the book has to do with the psy- 
chologist’s collaboration with the school and the 
use of projective techniques. 

W. Carson Ryan, Pu.D., 
School of Education, 
University of North Carolina. 


STEREOENCEPHALOTOMY (THALAMOTOMY AND RE- 
LATED Procepures). Part 1. Methods and 
Stereotaxic Atlas of the Human Brain. By 
E. A. Spiegel and H. T. Wycis. (New York: 
Grune & Stratton, 1952. Price: $8.00.) 

A number of atlases of the human brain have been 
published, but this is the first one that is designed 
with coordinates in 3 planes so that particular 
structures may be attacked surgically. The ap- 
plication of surgical methods to the treatment of 
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mental disorders and to the alleviation of pain has 
led the authors to extensive investigations with the 
aim of producing destructive lesions in critical areas 
of the brain, without the mutilations and cicatriza- 
tions consequent upon lobotomy operations. This 
volume presents the authors’ application of the 
stereotaxic principle of Horsley and Clarke to the 
human brain. The Model III instrument is about 
as intricate and accurate as could be devised for 
the purpose, and the results of post-mortem exami- 
nation, in the few cases in which it was employed 
with adequate survival, indicate that the purpose 
of the instrument has been attained. 

In the performance of thalamotomy, the base is 
applied to the shaved head of the patient with many 
stabilizing points so that it may be removed and 
reapplied with the closest precision. A frame is 
attached to this base, equipped with an electrode 
carrier, and finally a gauge that carries 5 movable 
calibrated pins. The details of this arrangement 
are illustrated by photographs and the wiring ar- 
rangements by diagrams. In order to insert the 
electrodes accurately into the points desired, the 
authors have studied the relationship of the thala- 
mus and the hypothalamus to structures that can 
be visualized by roentgenography. The pineal body 
is not quite accurate enough, and is often imper- 
fectly calcified, so the posterior commissure is 
chosen, as revealed by preliminary pneumoencepha- 
lography. The base of the instrument is applied, 
together with the frame and the gauge, and pre- 
operative roentgenograms are made. These data 
permit the authors to calculate the direction and 
distance that the points of the electrodes should be 
inserted in order to accomplish the purpose of the 
operation. 

The body of this monograph is taken up with a 
series of plates depicting the relation of the struc- 
tures of the human brain to the 3 coordinates. The 
vertical line is that running from the posterior com- 
missure to the caudal margin of the pons. The 
horizontal line runs perpendicular to this and the 
midline furnishes the base plane in the frontal 
projection. The authors have been particularly in- 
terested in the range of variations from one brain 
to another, and these studies are presented in a 
separate chapter with corresponding tables. The 
range of error of the method has also been checked 
by means of postoperative roentgenograms, the 
lesions being identified by the injection of a few 
droplets of iodized oil into the cavities. The error 
is seldom more than 1.5 mm. and usually only a 
fraction of this. Three observations with post- 
mortem studies indicate that the authors have suc- 
ceeded in placing their lesions where they wanted 
to, the only possible faults being inequality in size 
and variations consequent upon the shrinkage of 
one hemisphere as the result of preexisting in- 
farction. The authors conclude: “It cannot be 
emphasized too strongly that satisfactory results can 
be expected only if one scrupulously adheres to the 
details of the technic described in previous chap- 
ters, particularly the exact reapplication of the SET 
(stereoencephalotome) at operation. Otherwise, 
disappointments and failures are bound to occur 
that may be disastrous.” 


While this volume deals with methods and land- 
marks, there are hints of application of stereo- 
encephalotomy that are worthy of development. The 
method is obviously too complex for application to 
the problem of psychosurgery except upon a re- 
search basis although here its theoretical value is 
great. In the treatment of unbearable pain, it is 
noteworthy that the spinothalamic tract can be de- 
stroyed accurately and completely by a properly 
placed lesion. Also, the authors have applied the 
method in treatment of hemiballismus by attacking 
the substantia nigra. The results of such studies 
will be awaited with interest since there are many 
other unsolved problems that appear to lend them- 
selves well to attack by the stereotaxic approach. 
The fine reproductions of photographs and the ac- 
curacy of placement of lesions are outstanding fea- 
tures of this remarkable monograph. 

WALTER FREEMAN, M.D., 
Washington, D.C. 


PracticAL HANDBOOK OF PSYCHIATRY FOR 
STUDENTS AND Nurses. Second edition. By 
Louis Minski, M.D., D. P.M. (London: Wil- 
liam Heinemann, 1950.) 


The author of A Practical Handbook of Psychia- 
try attempts to discuss the entire scope of psychia- 
try within the limitations of the 132 pages of this 
vest-pocket-sized volume. Thus, of necessity, the 
approach to the subject matter is an oversimplified 
one and the value of the book as either a text or a 
reference is limited. 

Dr. Minski stays exclusively within the frame of 
reference of descriptive psychiatry. Unfortunately 
he fails to do more than mention the interplay of 
emotional forces that has come to be recognized as 
significant in the field of mental illness. In the 
chapter dealing with etiology, the emphasis is placed 
upon heredity and organic factors rather than upon 
urges, drives, motivations, emotions, and conflicts. 

Although the title of this book suggests that it is 
written for the use of nurses, the approach to the 
nursing care of the mentally ill relegates this activ- 
ity to the level of supervising the physical care of 
patients. No attempt has been made by the author 
to place psychiatric nursing in the role of a profes- 
sional service in which an effort is made to help 
the patient solve emotional problems. 

Unfortunately, the information in this handbook 
is presented exclusively from a diagnostic orienta- 
tion. Thus it would be of little value in teaching the 
nonprofessional hospital worker, who needs more 
understanding of human behavior than can be 
gleaned from studying a text of this type. 

Although such unfamiliar words as “sopor” in 
reference to insulin therapy and “Epanutin” as a 
drug for treating the epileptic patient are used, 
there is no glossary. The references are limited to 
9 titles. 

This book is obviously intended primarily for the 
use of students and nurses in Great Britain and 
does not adequately meet the needs of this group in 
the United States. 

Dorothy MereEnEss, R.N., 
Boston University, 
School of Nursing. 
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CEREBRAL MECHANISMS IN BEHAVIOR. The Hixon 
Symposium. Edited by Lloyd A. Jeffress. (New 
York: John Wiley and Sons, 1951. Price: 
$6.50.) 


The unfortunate delay of 3 years in publication of 
the proceedings of the Hixon Symposium detracts 
from the full impact of the ideas expressed, since 
most of the participants have meanwhile published 
their major theses, but reading the volume remains 
a rewarding experience to the student of “inter- 
disciplinary” research. Particularly interesting to 
this reader (as a psychiatrist) are the discussions of 
each formal paper and the concluding remarks of 
clinician Brosin. 

Von Neumann’s paper on computing machines is 
fascinating but difficult for the mathematically 
naive. It is reassuring to be reminded by him that 
regardless of its fantastic performances the autom- 
aton has to be given a purpose and direction by a 
poor human. McCulloch’s paper presents evidence 
that the brain may function in a manner analogous 
to an automaton. Lorente de No’s presentation has 
been omitted unavoidably, which is unfortunate. 
Lashley, stressing a dynamic nervous system, bril- 
liantly contends with the serial order of behavior 
(temporal integration) and offers the idea that 
partial activation in neural systems leads to serial 
activation by scansion from other neural systems. 
Kluver describes interesting behavioral changes 
after temporal and occipital lobectomies, and in an 
intriguing way describes the role of the visual 
brain in maintaining an external homeostasis. 
Kohler describes a theory of patterned vision based 
on the flow of direct currents in the cortex. Finally, 
Halsead describes “biological intelligence,” dif- 
ferentiates it from IQ intelligence, and ascribes to 
the frontal lobes a major role in its function. 
Brosin’s summary begins with an elaboration of 
Gerard’s 4 levels of operation: molecular, neuronal 
network, cortical-psychological, and social man; 
and he points out that the latter two “must be under- 
stood not only as outgrowths of their functions at 
the cellular and neuronal network levels but at 
their own distinctive levels with particularly adapted 
methods and vocabularies.” However, the relation- 
ship between levels must be always in mind as we 
continue the search for “the biological roots of 
man’s behavior.” As Brosin says, “Even though 
impressive demonstrations of the importance of 
environment in determining behavior continue to 
appear, we do not believe that the body can be ex- 
plained away in terms of a neutral plastic material.” 
Despite the wealth of material presented in this 
symposium, Brosin points out the paucity of infor- 
mation on the physiology of motivation, emotions, 
drives. The metapsychology of Freud has taught us 
a great deal about the operational characteristics 
of instinct, but the biological facts of these most 
fundamental biological drives remain almost as 
obscure today as they were in Freud’s day. It is 
to be hoped and expected that continuation of the 
type of work reported in this symposium will lead 
us to these facts—that Professor X will follow 
Professor Freud just as it was inevitable that 


Wilder Penfield would appear after Hughlings 
Jackson. 
I. CHarLtes KaurMaN, M.D., 

Boston University School of Medicine. 


PRoBLEMS OF ConsciousNEss. Edited by Harold A. 
Abramson. (New York: Josiah Macy, Jr. 
Foundation, 1951. Price: $3.25.) 


This report of the transactions of the Second Con- 
ference on Problems of Consciousness sponsored by 
the Josiah Macy, Jr. Foundation gives a verbatim 
account of what took place when a group of repre- 
sentatives of a variety of disciplines including physi- 
ology, psychiatry, anesthesiology, anthropology, 
psychology, sociology, zoology, and religion took 
part in a round-table on the subject of consciousness. 
The proceedings were recorded and published be- 
cause, as Dr. Frank Fremont-Smith, medical 
director of the Josiah Macy, Jr. Foundation, ex- 
plained in his introduction, “the Foundation in ad- 
dition to its interest in the problem of communica- 
tion between scientists, believes that conveying to 
those in other fields who are concerned with science 
the essential nature of scientific research is also an 
important problem in communication.” 

The result is a lively illustration of the very real 
difficulties involved in cross-disciplinary discussions 
and a fascinating study in group dynamics rather 
than a significant contribution to research or theory 
in the problems of consciousness. This ¢s not to say 
that the same group, after further practice in com- 
munication, might not define their area of discourse 
and proceed to real group creativity. The funda- 
mental problems of method and agreement upon 
what phenomena should be considered still occupy 
the group in the second of what is expected to be a 
series of conferences on the same subject. 

Three papers were read in the course of the 
meetings. David Rapaport opened the Conference 
with: “Consciousness: A Psychopathological and 
Psychodynamic View.” He suggests that a suitable 
beginning of a consideration of consciousness would 
be to take the subjective experience called “con- 
sciousness” that is presented by introspective report 
and turn it, by a study of its varieties, into a scien- 
tifically usable concept. He looks upon conscious- 
ness as a “superordinate sense organ” to which 
happenings on the receptors and intrapsychically 
are relayed and which represents these in a manner 
differing in dream consciousness and waking con- 
sciousness. He uses a case of amnesia, observations 
on his own dreams, hypnagogic reveries, and day- 
dreams, and some observations on Korsakow’s syn- 
drome to describe a wide range of varieties of 
conscious experience. 

The second paper, by Gregory Zilboorg, “Varia- 
tions in the Scope of Awareness,” distinguishes be- 
tween consciousness and awareness, and holds that 
“consciousness” of an object means not only being 
“aware” of it but also establishing a relationship to 
it. The affective relationship is of primary impor- 
tance but there is in addition a subjective element 
in awareness and consciousness that can be the 
object of scientific study. ; 
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“Variations in States of Awareness in Schizo- 
phrenic Patients,” by David G. Wright, the third 
paper, gives a case history of a patient who suffered 
severe trauma as a child and whose later psychosis 
was characterized by a number of variations in 
awareness, inluding fugue and amnesia. 

Though a few valuable points were made in 
these papers and in some of the discussion, the total 
conference could not be said to have advanced 
knowledge or understanding of the problems of 
consciousness. 

James G. Miter, M.D., 
Department of Psychology, 
University of Chicago. 


HIRNDURCHBLUTUNGS-STORUNGEN: IHRE KLINIK 
uND ARTERIOGRAPHISCHE DIAGNOSE (Disturb- 
ances of Cerebral Circulation: Their Clinical 
and Arteriographic Diagnosis). By A. Brobeil. 
(Stuttgart: Georg Thieme Verlag, 1950. 
Price: DM 45.) 


This is an interesting and valuable contribution on 
disturbances of cerebral circulation as chiefly stud- 
ied and demonstrated by the percutaneous arterio- 
graphic method. The emphasis is almost exclusively 
on nonsurgical conditions in which arteriography 
has been used widely and profitably by the author. 
Tumors, aneurysms, and vascular malformations are 
virtually omitted from discussion. In an introduc- 
tory chapter the pathophysiology of cerebral circu- 
lation is discussed. This chapter consists chiefly of 
a review of the literature and here, as elsewhere in 
the book, the author has only sparingly made use of 
the more recent non-German publications. His vast 
experience with the arteriographic method is splen- 
didly demonstrated in the second chapter on arterial 
supply of the various parts of the brain. The cor- 
responding clinical syndromes are discussed in 
detail and beautifully illustrated by numerous 
arteriograms. However, since the technique of ver- 
tebral arteriography has not been employed, the 
syndromes of the posterior cerebral artery and the 
other branches of the basilar artery are not repre- 
sented in the author’s own material. 

In the third chapter the author reviews what he 
understands under the term of “cerebral vascular 
crises.” Here highly speculative viewpoints are 
offered: for instance, the presence of vascular re- 
flexes as being instrumental in hysterical seizures. 
In his views on the importance of “cerebral vascular 
crises” in multiple sclerosis the author is close to 
opinions recently offered in this country. His failure 
to make use of modern non-German literature is 
particularly—and painfully—evident in the para- 
graphs on migraine and Méniére’s syndrome. The 
chapter on “cerebral vascular crises,” in which 
epilepsy is also included, is marred by its hypo- 
thetical trend, a weakness probably due to absence 
or near absence of abnormal arteriographic findings 
in this group. 

The 2 final chapters deal with thrombo-angiitis 
obliterans and cerebral arteriosclerosis. The value 
of the arteriographic diagnosis in the early stages of 
these conditions is successfully demonstrated. The 


book also proves that the differential diagnosis be- 
tween cerebral atrophies arising on a vascular basis 
and those that are primarily of degererative char- 
acter can be rendered uncontroversial by arteri- 
ography. 

Despite the above-mentioned shortcomings, the 
book achieves what was apparently the author’s pur- 
pose: to prove the value of the arteriographic 
method for the diagnosis of cerebral vascular 


disturbances. 
ALFrep GALLINEK, M.D., 
New York, N. Y. 


Der Ernriuss pes NERVENSYSTEMS AUF BAU UND 
TAETIGKEIT DER GESHLECHTSORGANE DES MEN- 
SCHEN (The Influence of the Nervous System 
on the Form and Function of the Human Re- 
productive Organs). By H. Stieve. (Stuttgart: 
Georg Thieme Verlag, 1952. Price: DM 36.) 


In this book Dr. Stieve presents morphological 
evidence of the influence that the nervous system, 
particularly its autonomic division, exerts on the 
functioning and especially on the macroscopic and 
microscopic structural elements of the reproductive 
system. The author demonstrated regressive changes 
in the ovaries of hens that had been kept under 
emotional stress, having been housed near the cage 
of a fox. His human material stems from executed 
persons, who naturally were under great emotional 
stress prior to their death. Although most of the 
material was collected during the period of the 
Third Reich, Dr. Stieve attempts to reassure the 
reader that accusations made by Swiss physicians 
were not true: that his material was not obtained in 
concentration camps. 

The anatomical substrata of cessation of spermat- 
ogenesis, ovulation luteinization, of fright metror- 
rhagias, etc., is described in somewhat tiresome 
detail. Evaluation of the psychological or psy- 
chiatric status of the victims prior to their execution 
is virtually missing. Anatomical examinations of 
the central nervous system have not been carried 
out. Forced labor and air raid victims showed 
changes identical with those found in the organs of 
executed persons. The supposition is that they had 
been under similar emotional stress. 

The tone of the book is unnecessarily and dis- 
turbingly polemic. The author takes passionate issue 
with those investigators who emphasize the impor- 
tance of endocrine influences. The detailed descrip- 
tion of the various anatomical changes observed, as 
demonstrated in the 191 pages of the book, is of 
exceedingly limited interest. 

Atrrep GALLINEK, M.D., 
New York, N. Y. 


AN INTRODUCTION TO Its EXPERIMEN- 
TAL PsycHo.ocy. By George Humphrey. (New 
York: John Wiley, 1951. Price: $4.50.) 


“Thinking . . . . may be provisionally defined as 
what occurs in experience when an organism, human 
or animal, meets, recognizes, and solves a problem.” 
Using this definition, the author presents a scholarly, 
critical, and rather dull discussion of theoretical 
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and experimental work bearing on the concept so 
defined. The purpose of the volume, as stated in 
his preface, is to help those who are planning psy- 
chological research into the subject of the intellec- 
tual processes of human beings. 

Mr. Humphrey is clearly aware of the important 
issues in this field and appears to take cognizance 
of the most crucial experiments and most significant 
experimenters, with exceptions which he himself 
notes. However, the value of a “strictly introductory 
volume” to “those planning psychological research” 
may be questioned. It is easier to understand the 
usefulness of this book to someone from another 
field, who is interested in a competent and concise 
historical discussion to aid in orienting him in the 
field of the higher mental processes. 

Theoretical viewpoints analyzed include the as- 
sociationist position; the work of the Wurzburg 
group; the formulations of Selz, who presented a 
modification of the work of this group; and the 
Gestalt orientation. 

Important experiments concerning thought and 
motor reaction, language and thought, and generali- 
zation are treated in separate chapters. A final 
chapter of conclusions points out the most important 
current problems in the field, which include the 
issues of the “motor” of thought, the existence of 
unconscious elements in thought, the importance of 
“overt” processes, and the question of how the 
thinker recognizes the “correct” solution when it 
is found. 

It is unlikely that there is anything sufficiently 
new or remarkable in this book to engage the in- 
terest of clinical psychiatrists unless they are en- 
gaged in research and scholarship involving the 
minutiae of cognitive processes. This is not an 
outstanding example of the many useful contribu- 
tions present-day experimental and theoretical psy- 
chologists are making to clinicians. 

James G. Mitter, M.D., 
Department of Psychology, 
University of Chicago. 


THe RANGE or HuMAN Capacities. Second edition. 
By David Wechsler. (Baltimore: The Williams 
and Wilkins Co., 1952. Price: $4.00.) 

This is the second edition of a book published 
about 20 years ago. The author states that he has 
been disappointed that so very little new work has 
been done in this field in these intervening years. 
He is puzzled by the lack of adequate data but later 
gives the reasons for the lack of this material. In 
the first place methods of measuring human capaci- 
ties are inadequate to the problem. The techniques 
that yield data that can be handled statistically 
measure such simple components that they are of 
little help in giving an indication of the important 
capacities of a whole human being. When it comes 
to intellect and emotional functions, the methods 
are essentially qualitative and suffer when an at- 
tempt is made to submit them to quantitative 
mathematical treatment. Thus there are 3 general 
ways in which mental abilities may be measured. 
One is the method of collection of expert opinion; 
second, the method of inverse frequency; and, 


finally, the method of psychophysical correlation. 
All of these have serious limitations, which the 
author describes. There is no way of converting 
qualitative judgment into quantitative units. 

In spite of all these criticisms of methods and of 
data already available, the author has collected an 
interesting body of material. He has tables giving 
range of variation in measurements of human traits 
that begin with linear measurements, weights, some 
physical and chemical measurements such as body 
temperature, various blood components, blood pres- 
sure, etc., human milk, measurements of strength, 
weight of a variety of organs of the body, measures 
of motor capacity, various types of manual dex- 
terity, perceptual abilities, productive operations, 
such as typing, card punching, etc. Only studies 
that have included more than a hundred subjects 
have been tabulated. The range of variation is com- 
puted as a ratio between the extreme values where 
the highest and the lowest are defined as the 2nd 
and the 999th in every thousand. With these ex- 
treme deviants omitted the author discovers that 
with most measures the mass of human beings are 
very much alike, the ratio varying between 1.16: 1 
and 2.93:1. This applies even to the measures of 
typing and various mechanical skills. In a lesser 
extent it applies to perception and intellectual abili- 
ties. On the basis of these data the author concludes 
that screening tests are of value only in their cruder 
forms in order to pick out the rare extremes in 
human abilities. 

There is an interesting chapter on declining ability 
with age. Here it is pointed out that most of the 
data reveal the fact that intellectual functions, no 
matter in what way tested, begin to decline after 
age 30 at a rate that is almost as rapid as the de- 
cline in physiological abilities. The author points 
out that very few psychologists in summarizing 
their work have been willing to face this fact. He 
feels that the decline is so great that most men by 
the age of 50 should be retired from any important 
position. 

The chapter on genius is disappointing in that it 
appears that very little has been added to the work 
of Francis Galton during the last century. In the 
first place, there is little agreement on how to pick 
a genius. Very little is known of the particular 
components that are essential to genius. The only 
well-established conclusion seems to be that gen- 
iuses are rare. 

From the point of view of the biologist and physi- 
cian the book is disappointing in the author’s com- 
parative neglect of the literature in genetics, biol- 
ogy, and medicine. The Minnesota group of 
Scammon, Paterson, Jackson, and Harris are not 
mentioned. Kretschmer’s studies of physique and 
genius are neglected. There is also a large litera- 
ture on physiological and chemical variables and 
organic weights that has been slighted. However, 
from the point of view of the psychologist and 
administrator the book should prove useful and 
stimulating. 

Epwin F. M.D., 
Washington University, 
School of Medicine. 
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Wuo Are THE Guitty? By David Abrahamsen, 
M.D. (New York: Rinehart and Company, 
1952. Price: $5.00.) 


“All criminals,” says Dr. Abrahamsen, “show the 
effects of having parents one or both of whom were 
sadistic and dominating.” Although he does not 
accept any easy, one-cause explanation for delin- 
quent behavior, Abrahamsen does believe that “when 
men break the law, they are giving expression to 
mental illness.” The only sound approach, therefore, 
is psychotherapy. He rather underemphasizes slums 
and other ecologic factors as contributing causes of 
delinquent behavior. His thesis is that such behavior 
arises out of internal emotional conflict, which in 
turn is due to unfortunate handling by parents. 
Even then, he adds, “the trouble did not start with 
them, but with the grandparents or great grand- 
parents or even further back.” 

The difficulty with this concept is partly semantic 
and partly operational. For instance, the author 
states that in all his experience he has never found 
an offender who did not show some mental pa- 
thology. But he defines “mental pathology” so 
broadly that it includes all varieties of antisocial 
personality. This dilutes the concept to the point 
where it becomes semantically meaningless and 
operationally futile. Since a criminal is antisocial 
by definition, it gets us no further to say that anti- 
social personalities are mentally abnormal, therefore 
all criminals are mentally abnormal. And the 
futility of the concept becomes apparent when we 
realize that the sources of this psychopathology lie 
in parents, grandparents and great-grandparents. 
I do not say that this thesis is wrong. I merely 
wonder how useful it is. 

It may be true, as Abrahamsen says, that crimi- 
nals commit crimes because they cannot help them- 
selves. But the public’s demand that criminals be 
treated toughly is rooted in the same kind of ir- 
rational impulse. To put it another way: the bur- 
glar has a compulsion to commit burglary and the 
judge has a compulsion to send the burglar to 
prison. Abrahamsen senses this vicious cycle, but 
suggests that the law-makers should be rational 
enough to approach the problem objectively even 
if the criminal isn’t. I think he does not give 
enough weight to what might be called the “mental 
hygiene value” (to society, not to the criminal) of 
hurting those who break the law. If it is only 
human nature to commit murder, it is equally human 
nature to be furiously frustrated when some one 
else gets away with murder. 

Although Abrahamsen very properly wants to 
get away from the word “criminal” (he prefers 
“delinquent”) and from all associated moral judg- 
ments, he also recognizes that “if there were no 
punishment, crime would be so frequent that there 
would be no end to it.” This may sound confusing, 
but it isn’t my fault. The author does believe that, 
for all but a small group of offenders, psychother- 
apy is the only sound approach. Presumably he 
would not class psychotherapy as “punishment.” 
Yet he does recognize the need (to society at least) 
for punishment. 

There is something courageous in the author’s 
attempt to sell to the public the idea that, in effect, 


no criminal is ever really “responsible” for what he 
does (implicit in the concept that criminals commit 
crimes because they cannot help themselves). For 
all I know, this may be true. I doubt if the courts 
and legislators are yet ready to buy stock in the 
idea, but Dr. Abrahamsen is a splendid advocate 
and presents his brief very ably. 

This is the best book I have seen on the psy- 
chopathology of crime. Incorporated in it is an 
elementary but sound and highly readable treatise 
on psychodynamics. It is well seasoned with illus- 
trative case reports. Numerous and highly per- 
suasive examples of successful psychotherapy are 
given. It includes some fresh and provocative ma- 
terial on the role of psychosomatic disorders in 
antisocial behavior. There is a good chapter on 
schools and mental hygiene. The prison is given 
a thorough going-over, and the author very prop- 
erly emphasizes the challenging and prestige-giving 
potentialities of prison service as a career. 

There is a minor diversion into international 
politics that seems faintly irrelevant. Referring to 
the execution of some of the war criminals, he says: 
“To secure our safety we found it necessary to kill 
many very sick men. We chose to forget the con- 
ditions that caused their inhumanity and lust for 
power.” While the victims of the gas ovens might 
not appreciate this charitable attitude, it does rep- 
resent a laudable determination to be rational and 
objective at any cost. 

One little thing bothers me about his prescription, 
however. He does light up the tremendous pos- 
sibilities of curing the criminal by psychotherapy. 
(Indeed he thinks that psychiatric treatment, when 
indicated, should be made an absolute condition of 
parole.) But then he tells us that “if the offender 
refuses treatment, the psychiatrist is helpless.” 

All this may sound as if the book has some holes 
in its thesis. Yet in the aggregate it is a solid text, 
intensely interesting, highly readable, and vitally 
important. It is one of the few texts that really 
does spell out a treatment technique for the delin- 
quent. As indicated, I do not agree with some of its 
major premises. But I could be wrong. 

Henry A. Davinson, M. D., 
Washington, D.C. 


Tue Story OF THE ADAPTATION SYNDROME. By 
Hans Selye. (Montreal: Acta, Inc., 1952. 
Price: $4.50.) 


This book is a compilation of a series of lectures 
given recently by Selye to various audiences. He 
has preserved the informal popular style of these 
lectures so that the book bears little resemblance to 
most scientific monographs. To those who seek an 
objective analysis of the “General Adaptation Syn- 
drome,” the author (and the reviewer) recommends 
other sources. Nevertheless, the book presents 
Selye’s recent concepts of the interrelationship of 
pituitary and adrenal cortical hormones in his usual 
interesting, provocative, and sometimes exasperat- 
ing way. 

E. A. Setters, M.D., 
Department of Physiology, 
University of Toronto. 
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BERTRAND RussELw’s DicrioNARY OF Minp, Mat- 
TER AND Morats. Edited by Lester E. Denonn. 
(New York: Philosophical Library, 1952. 
Price: $5.00.) 


Spinoza Dictionary. Edited by Dagobert D. 
Runes. (New York: Philosophical Library, 
1951. Price: $5.00.) 


It is an interesting coincidence that two books 
should appear almost at the same time in which 
are anatomized alphabetically the thoughts of two 
great philosophers living 300 years apart. No two 
men could be more unlike in background, cultural 
environment, point of view, mental horizon, or man- 
ner of expressing themselves. They shared one 
qualification, however: both led stormy lives. Spi- 
noza’s forbears had been persecuted and driven out 
of the Iberian peninsula by the Catholics. As exiles 
in Holland they still lived in terror of the Holy 
Inquisition. Spinoza himself was disowned by his 
own people and eventually cast out of the Jewish 
community. Three hundred years after his birth 
they undid the injury and reinstated him with full 
honors. Bertrand Russell likewise suffered perse- 
cution because of his ideas both at home and in 
America; witness the shocking intemperance and 
malevolence of the ecclesiastical attack upon him in 
1940 on the occasion of his appointment on the 
staff of the College of the City of New York (v. 
The Bertrand Russell Case, edited by John Dewey 
and H. M. Kallen, 1941). 

The range of topics in the Spinoza Dictionary is 
comparatively narrow. They deal predominantly 
with mental states and attitudes, philosophical and 
especially theological subjects. His preoccupation 
with the concept of God has become proverbial. 

“Ich glaube an Spinoza’s Gott,” replied Einstein 
to a specific question whether he believed in God. 
And since Spinoza’s whole philosophy turns on his 
idea of deity we can do no better than quote him. 
“All men are born ignorant of the causes of things. 

.... As they look upon things as means, they 
cannot believe them to be self-created ; but, judging 
from the means which they are accustomed to pre- 
pare for themselves, they are bound to believe in 
some ruler or rulers of the universe endowed with 
human freedom, who have arranged and adapted 


everything for human use..... Thus the pre- 
judice developed into superstition, and took deep 
root in the human mind. ... . There is no need to 


show at length, that nature has no particular goal 
in view, and that final causes are mere human fig- 
ments... <. + So they will pursue their questions 
from cause to cause, till at last you take refuge in 
the will of God—in other words, the sanctuary of 
ignorance. .... Hence anyone who seeks for the 
true causes of miracles, and strives to understand 
natural phenomena as an intelligent being, and not 
to gaze at them like a fool, is set down and de- 
nounced as an impious heretic by those, whom the 
masses adore as the interpreters of nature and the 
gods. Such persons know that, with the removal of 
ignorance, the wonder which forms the only avail- 
able means for procuring and preserving their au- 
thority would vanish also.” 


It took courage to write those words in the mid- 
seventeenth century. For Spinoza the word God, 
which he uses so frequently, appears to be merely 
a short-hand synonym for The-Totality-of-the- 
Space-Time-Universe. And he adds: “The mind’s 
highest good is the knowledge of God.” 

Humor will not be found in the Dictionary 
either as a topic or as a quality of literary style. 
The circumstances of Spinoza’s life did not make 
for humor. But biting sarcasm is here. For ar- 
rogance, stupidity, and hypocrisy he allowed no 
quarter. “I have often wondered that persons who 
make a boast of professing the Christian religion, 
namely, love, joy, peace, temperance, and charity 
to all men, should quarrel with such rancorous ani- 
mosity, and display daily towards one another such 
bitter hatred, that this, rather than the virtues they 
clairn, is the readiest criterion of their faith.” One 
surmises that Fundamentalists and other such might 
take umbrage at some of the Spinoza doctrine. 
Many of his contemporaries were not pleased 
either; they called him atheist. 

A few random quotations from the Dictionary 
may be added: 

Bondage. “Human infirmity in moderating and 
checking the emotions I name bondage.” 

Democracy. “I believe it to be of all forms of 
government the most natural and the most conso- 
nant with individual liberty.” 

Free Will. “In the mind there is no absolute of 
free will; but the mind is determined to wish this 
or that by a cause, which has also been determined 
by another cause, and this last by another cause, 
and so on to infinity.” 

Mind. “Mind and body are one and the same 
thing, conceived first under the attribute of thought, 
secondly under the attribute of extension.” 

Superstition. “The human mind is readily swayed 
this way or that in times of doubt, especially when 
hope and fear are struggling for the mastery, 
though usually it is boastful, over-confident, and 
vain.” 

Virtue. “The mind’s highest virtue is to know 
God. Humility is not a virtue, or does not arise 
from reason.” 

In compiling the Spinoza extracts the editor has 
of course drawn most extensively from the Ethics 
but also literally from the other treatises of this 
“last of the mediaevals and first of the moderns” 
and from his letters. 

The Russell Dictionary is of vastly greater range, 
and it has one advantage of dealing with subjects of 
contemporary interest as well as with those of the 
past. Indeed there is hardly an important human 
issue that is not here touched upon. (There are up- 
wards of 1,000 selections from more than 100 
sources.) Contrasting with Spinoza’s often pon- 
derous and difficult style are Russell’s clear, forth- 
right statements, enlivened with wit and epigram. 

Lord Russell writes philosophy as a scientist; it 
is something quite different from the philosophy of 
a theologian. In his preface to the Dictionary he 
remarks: “A theologian proclaims eternal truths, 
the creeds remain unchanged since the Council of 
Nicaea” [325 A.D.]. And the acid comment fol- 
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lows, “Where nobody knows anything, there is no 
point in changing your mind.” 

The selections here recorded cover the period 
from 1912 to 1951, during which one world has dis- 
appeared and another swarming with malign ele- 
ments has taken its place. Opinions both social and 
scientific have undergone change, and the author of 
the sayings in this book expresses the hope that the 
reader “will not suppose the remarks which it 
quotes to be intended as pontifical pronouncements, 
but only as the best that I could do at the time 
towards the promotion of clear and accurate 
thinking.” 

During the second decade of this century Ber- 
trand Russell was in trouble because of his views 
on war. There are several entries on war in the 
Dictionary but no very positive opinion is quoted. 
The nearest thing to it is the statement that war of 
self-defense “is almost universally admitted to be 
justifiable, and is condemned only by Christ and 
Tolstoy.” The author’s position, however, with re- 
gard to Nazi, Fascist, Japanese, and Communist 
aggression is well known, and he has advocated 
vigorous measures against Soviet plundering. 

As for pacifism he distinguishes between indi- 
vidual and political varieties, and thinks that “the 
most useful kind of pacifism, and also the one most 
likely to become influential, is relative political 
pacifism,” that is, the creation of “machinery that 
will diminish the likelihood of great wars.” He 
urges that “a civilized and humane way of life can 
hardly survive where wars are frequent and 
serious.” 

The Russell leaning toward socialism is somewhat 
difficult to follow from the quotations in the Dic- 
tionary. “What do we mean by ‘socialism?’” he 
asks, and presumably in the word “we” includes him- 
self. And he answers the question: “The definition 
of socialism consists of two parts, one economic and 


one political..... All land and capital must be 
the property of the state..... On the political 
side, socialism. .... demands that all sane adults 


should have an equal share of ultimate political 
power.” It is not clear who the “sane adults” are. 
Could he mean everyone not certified and committed 
to a mental hospital? Socialism, the author states, 
“certainly has as its ideal equality of income, sub- 
ject only to such modification as may be imposed by 
the special needs of various classes of workers.” 
Who is to determine the modification, assess the 
special needs, and do the imposing? In the same 
paragraph we find, “There is no need of equality 
of income for all; .... the fact that Chaliapin is 
paid more than a sceneshifter does not suffice to 
prove that Russia is still bourgeois.” Socialism 
aims at “an ultimate immense increase in general 
happiness,” but unfortunately the means thereto 
produced spirited opposition, “opposition led to bit- 
terness and class war, and in the end there were 
many in whom hatred of opponents outweighed the 


original humanitarian motive. Marx sanctified the 
hatred and the strife. The gain to the wage-earner 
became emotionally, and even intellectually, less 
important than the injury to the capitalist. The 
present Soviet system is an externalization of 
Marx’s liverish misanthropy.” Of Communism we 
read: “Communism is not democratic. What it calls 
the ‘dictatorship of the proletariat’ is in fact the dic- 
tatorship of a small minority, who become an oli- 
garchic governing class.....Communism re- 
stricts liberty, particularly intellectual liberty, more 
than any other system except Fascism. ... a ter- 
rifying engine of oppression... .. Under such 
a system progress would soon become impossible, 
since it is the nature of bureaucrats to object to all 
change except increase in their own power.” But 
this is enough of Socialism-Communism. Too much. 

The contrast between Spinoza and Russell comes 
out vividly if we compare certain topics that occur 
in both Dictionaries. Spinoza, notably, has a great 
deal to say about God; Russell very little. “If 
everything must have a cause,” the latter comments, 
“then God must have a cause. If there can be any- 
thing without a cause, it may just as well be the 
world as God, so there cannot be any validity in 
that argument. It is exactly of the same nature as 
the Indian’s view, that the world rested upon an 
elephant and the elephant rested upon a tortoise; 
and when they said, ‘How about the tortoise?’ the 
Indian said, ‘Suppose we change the subject.’” 

Of religion Spinoza said, “I make this chief dis- 
tinction between religion and superstition, that the 
latter is founded on ignorance, the former on knowl- 
edge.” Russell says, “By a religion, I mean a set 
of beliefs held as dogmas, dominating the conduct of 
life, going beyond or contrary to evidence, and in- 
culcated by methods which are emotional or authori- 
tarian, not intellectual.” It might be mentioned that 
the writings of Bertrand Russell have so far not 
been honored by inclusion in the Index Librorum 
Prohibitorum. 

On some subjects almost identical opinions are 
expressed in the two Dictionaries. Compare the 
quotation from Spinoza on free will with Russell’s 
statement: “The first dogma which I came to dis- 
believe was that of free will.” 

It is obvious that brief extracts and shorter quo- 
tations cannot adequately express the teachings of 
the two great philosophers represented by these 
Dictionaries. The books do, however, furnish ex- 
cellent introductions and guides to their ways of 
thinking. 

Of his seventeenth century predecessor Lord 
Russell wrote: “Spinoza is the noblest and most 
lovable of the great philosophers. Intellectually, 
some others have surpassed him, but ethically he is 
supreme.” It would be interesting to know what 
opinion Baruch Spinoza might have formed of Ber- 
trand Russell. 

C. B. FP. 
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CAPSULES CHLORAL HYDRATE Fellows 


ODORLESS 


AVAILABLE: 


CAPSULES CHLORAL 
HYDRATE — Fellows 
3% gr. (0.25 Gm.) 
BLUE and WHITE 
CAPSULES 

bottles of 

100’s 

7% gr. (0.5 Gm.) 
BLUE CAPSULES 

bottles of 50’s 


NON-BARBITURATE TASTELESS 


3% gr. (0.25 Gm.) BLUE and WHITE 
CAPSULES CHLORAL HYDRATE - Fellows 


Small doses of Chloral Hydrate 

(3% gr. Capsules Fellows) completely 
fill the great need for a daytime 
sedative. The patient becomes tranquil 
and relaxed yet is able to 

maintain normal activity. 


DOSAGE: One 3% gr. capsule three 
times a day after meals. 


7'/ gr. (0.5 Gm.) BLUE 
CAPSULES CHLORAL HYDRATE -Fellows 


Restful sleep lasting from five to 
eight hours. ‘‘Chloral Hydrate produces 
a@ normal type of sleep, and is 
rarely followed by hangover.”’* 

Pulse and respiration are slowed in 
the same manner as in normal sleep. 
Reflexes are not abolished, and the 
patient can be easily and completely 
aroused . . . awakens refreshed.*** 


DOSAGE: One to two 712 gr., or two to 
four 3% gr. capsules at bedtime. 


EXCRETION—Rapid and complete, therefore 
no depressant after-effects.”* 


Professional samples and literature on request 


pharmaceuticals since 1866 
26 Christopher St., New York 14, N. Y. 


1. Hyman, HT: An Pay Practice of Medicine (1950) 
2. Rentuss, “a se in Practical tes 
3. Goodm and Gilman, A; The Pharmac 

(1941), 22nd printing, 1951. 

4. Soliman, T; A Manual of Phar 
and Usetul Drugs, 14th ed as 


a 
Cl OH 
a-—-c C— Of 
he. 
q 4 
HANGOVER 4 
yy 
a 
“ 
MEDICAL MFG. CO, INC. 


for the patient 
who needs to 
simmer down— 


Trademark 


SCHENLEY] 
Not a Barbiturate 


provides ideal daytime sedation 
without hypnosis 


SEDAMYL® quickly relieves the 
nervous tension and anxiety so 
often generated by the strains of 
modern life.':? In 333 patients 
suffering from nervousness, 
anxiety, and related psychoso- 
matic complaints, sEDAMYL 
proved effective for daytime use 
in 90 percent of cases.! Tubes of 
20, bottles of 100 or 1000 tablets. 


1, Tebrock, H. E.: M. Times 79:760, 1951. 
2. Geyer, H. W.: Delaware M. J. 23:255, 1951. 


SCHENLEY LABORATORIES, INC. 


“LAWRENCEBURG, INDIANA 


*Trademork of Scheniey Lcboratories, inc. 
©Schenley Laboratories, Inc. 


Founded 1879 


RING SANATORIUM 


Eight Miles from Boston 


For the study, care, and treatment of 
emotional, mental, personality, and habit 
disorders. 


On a foundation of dynamic psycho- 
therapy all other recognized therapies are 
used as indicated. 


Cottage accommodations meet varied 
individual needs. Limited facilities for 
the continued care of progressive disor- 
ders requiring medical, psychiatric, or 
neurological supervision. 


Full resident and associate staff. Con- 
sultants in all specialties. 


BENJAMIN Simon, M.D. 
Director 


E. Wuirte, M.D. 
Assistant Director 


Arlington Heights, 
Massachusetts 
ARlington 5-0081 


Francis W. 
Executive Secretary 


ROGERS 
MEMORIAL 
SANITARIUM 


OCONOMOWOC, WISCONSIN 


Located on Nashotah Lakes, 30 
miles west of Milwaukee, providing 
an ideal country environment, and 
the facilities for modern methods of 
therapy of the psychoneuroses, psy- 
chosomatic disorders, and other neu- 
rologic and psychiatric problems. 
Occupational therapy and _ recrea- 
tional activities directed by trained 
personnel. 


OweEN C. Criark, M.D. 
Medical Director 


CuHarRLes H. Frasier, M. D. 
Grorce H. Lonrman, M.D. 


CATHERINE A. ROSENBERG, R. N. 
Director of Nurses 
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UCH THINGS as these—some 
beautiful, some crude—are only the by- 
products of the real work of the occupa- 
tional therapists in guiding the tasks for 
hands that help minds toward health. 


Occupational therapy is not mere “busy 
work” at Hall-Brooke. Appropriately, 
in this therapy hospital O.T. has its own 
separate building, equipped for the recog- 
nized therapeutic crafts, right down to 
its own electric kilns for the rewarding 
new work in ceramics. 


As in the other facilities of Hall- 
Brooke, there is the space in the recently 
enlarged and redecorated O.T. House to 
permit the proper segregation of psy- 


Still Life, by Connecticut artist Cal 
Sacks, from objects made by Hall- 
Brooke patients as part of their therapy. 


chotic and psychoneurotic patients, alco- 
hol and drug addiction cases, and geri- 
atric patients. 


The staff of registered therapists is 
adequate not only to administer the in- 
dividually prescribed treatment, but to 
adjust it to the special needs of such 
medical treatment as insulin or electro- 
coma. 


Hall-Brooke is a modern psychiatric 
hospital in a non-institutional setting on 
120 acres only an hour from New York. 
Licensed by the State of Connecticut, its 
medical staff includes three psychiatrists 
(two, Diplomates of the American Board 
of Psychiatry and Neurology; another, 
university medical school professorship ) 
plus a doctor of internal medicine and 
an associate physician. Rates are realistic. 


Hall-Brooke 


Greens Farms, BOX 31, Connecticut. 
Westport 2-5105; New York: Enterprise 6970 


George K. Pratt, M.D., F.A.P.A., Medical Director. Mrs. Heide F. 


Jones-Bernard, Administrator. 
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DIRECTORY OF PRIVATE MENTAL HOSPITALS, SANITARIUMS 
AND SCHOOLS 


The Brown Schools 


For Exceptional Children 


Six distinct units making satisfactory placements possible 
for boys and girls and young adults. 


Ideal winter climate affording happy healthful outdoor 
play and recreation almost every day of the year. 


@ Daily Neuropsychiatric supervision and guidance. 


®@ Psychological Examination @ Speech 


Registered Nurses Niusic 

@ Pre-vocational training @ Ranch for older boys 
@ Teachers with degrees @ Home for older girls 
@ All academic subjects @ Fireproof building 

@ Year round program ® Summer Camp 


PAUL L. WHITE, M.D., F.A.P.A., Medical Director 
M. D. HEATLY, M.D., F.A.C.S., Resident Physician 
JESSE VILLAREAL, Pu.D., Speech Pathologist 
JEAN GIESEY MIMS, M.A., Clinical Psychologist 


BERT P. BROWN, President 
Box 4008, Austin, Texas 
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She Pinel Foundation, Jne. 
A non-profit Foundation dedicated to Psychiatric 
Treatment, Education and Research. 


All modern forms of treatment, including psychoanalysis are 
available in a psychoanalytically oriented setting. 


STAFF 
I. ArTHUR MarsHALL, M.D., Medscal Director 
Bruce E. ROBINSON, Administrator 
J. Brooks DuGan, M. D., Assistant Medical Director; STANLEY W. JacKSON, M. D.; Lawrence H. 
Scuwartz, M. D.; ArtrHuR L. Kosier, PH. D., Psychologist; Mrs. RutH Brown, Social Worker; 
GarRLAND Lewis, R. N., Director of Nurses. 


CONSULTING STAFF 
EuGcene G. Gorortu, M.D., Chief of Staff 


Georce H. Attison, M.D. M. Gasie, M. D. D. Horton, M. D. 
Morton E. Bassan, M. D. Gert HEILBRUNN, M. D. Cuaries A. MANGHAM, M. D. 
Francis S. Bospitr, M. D. J. Lesrer Henperson, M. D. Wits L. Srracuan, M. D. 
NorMan C. Cuivers, M.D. RoGer C. Henpricks, M. D. James T. Tuickstrun, M. D. 
STEPHEN Fieck, M D. Epwarp D. HorpemaKer, M.D. Robert L. M. D. 


Lhe Finel Foundation, Jne. 


2318 Ballinger Way GLadstone 9652 Seattle 55, Washington 


Twenty minutes from Times Square, Brooklyn and Bronx 


River Crest Sanitarium 


Ditmars Blvd. and Kindred Street, Astoria, L. I., New York City 


Modern facilities for the thorough Treatment of 
Nervous, Mental, and Alcoholic Patients 


and treatment. Competent Medical Staff. Mod- . 
ern and completely equipped. Full cooperation Belle Mead Sanatorium 
with referring Physicians. Facilities for Shock Belle Mead, N. J. 
Therapy. Modern - Classification - 
MASON PITMAN, M.D., Medical Director 
San. Phone—Belle Mead (N. J.) 21 
Phone N. Y. City Phone 
AStoria 8-0820 AStoria 8-0820 


JOHN C. KINDRED, M.D., Consultant 
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CLINICAL DIRECTOR 
Rospert A. Conen, M.D. 


CLINICAL SUPERVISOR 


CHESTNUT LODGE 


MEDICAL DIRECTOR 
DexTeR M. Butuarp, M.D. 


Georce H. Preston, M.D. 
Marvin L. ADLAND, M.D. 


FRIEDA FROMM-REICHMANN, Marcaret J. Riocn, Px. D. 


Donatp L. BurnuaM, M.D. 
JosEPH W. Coxe, M. D 
RosBert G. Kvarnes, M.D. 


ROCKVILLE 


ASSOCIATES 


Haroip F. Seartes, M. D. 
ALBERTA B. Szauita, M. D. 


CLINICAL ADMINISTRATORS 


CLINICAL PSYCHOLOGIST 


DIRECTOR OF RESEARCH 
Davin McK. Riocn, M.D. 


INTERNISTS 


Epwarp J. Sriecuitz, M. D. 
(Geriatrics) 


WILLIAM W. WELsH, M.D. 
EpitH T. SLockBowe_er, M.D. 


Mary J. Wuirte, M.D. 
Orro WiLL, M.D. 


MARYLAND 


DISORDERS, ALCOHOLISM AND 


‘CLEARVIEW 


ON THE KRATZVILLE ROAD 
EVANSVILLE > INDIANA 


A PRIVATE HOSPITAL 
FOR THE TREATMENT OF PATIENTS dace ond FROM NERVOUS AND MENTAL 


DRUG ADDICTION. 
DISTURBED AND CONVALESCENT PATIENTS. NEW DIAGNOSTIC-TREATMENT 
BUILDING AIR-CONDITIONED THE YEAR ROUND. 


Stereoscopic X-Ray + Equipped for Surgery + Electr 
ALBERT J. CREVELLO, M. 

Diplomate, American Board of Psychiatry and Neurology, Inc. 

Medical Director 


SEPARATE BUILDINGS FOR 


grape 


JAMES K. Morrow, M. D. 


SAINT ALBANS SANATORIUM 


RADFORD, VIRGINIA 


100 bed private psychiatric hospital for the treatment of nervous and mental 
disorders, including alcoholism and addiction. 


JAMES P. M. D. 
Director 


DANIEL D. CuHILEs, M. D. 


JAMES L. CuiTwoop, M. D. 
Medical Consultant 


E. Painter, M. D. 
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FOR CHILDREN 


with educational, emotional or speech problems 


®—> School programs are directed by the school psychiatrist and an excellent 
staff of teachers, occupational and recreational therapists, housemothers, and a 
clinical psychologist. The children are grouped into units, each having its own 
housemother, teacher and therapists. Every day these staff members note the 
behavior of each child and review it at the daily staff conference conducted by 
the school psychiatrist. The psychiatrist discusses the child’s family constellation 
and his pathological relationships and then outlines the program to be followed. 
These conferences provide a longitudinal study of the child’s behavior and enable 
the psychiatrist to help the teachers and housemothers understand the child. He 
advises them on attitudes to be maintained toward the youngster and suggests 
ways of handling specific problems that have arisen in the child’s relationship 
with other children or staff members. 


A. H. Kambly, M.D. D. E. Lichty, M.D. 
School Psychiatrist School Pediatrician 


For Further Information Address The Registrar 
1700 Broadway, Ann Arbor, Michigan 


> The Ann Arbor School 


Member of the American Hospital Association and licensed by the Department of Public Instruction 


MILWAUKEE SANITARIUM= 


Wauwatosa, Wisconsin 
(Chicago Office—1117 Marshall Field A Bldg. 
28 East Washington St.—Wednesdays, 1-3 P. M) Maintaining the highest standards for 


Joser A. Kinpwatz, M. D. more than a half century, the Mil- 
W. Oscoop, M. D. 


Wittram T. Krapwett, M. D. waukee Sanitarium stands for all that 
Benjamin A. Ruskin, M. D. 

Lewis Danzicer, M. D. is best in the care and treatment of 
Russet C. Morrison, M. D. 


Homer V. Capparett, M. D. nervous disorders. Photographs and 
LeRoy E. Bostian, M. D. 
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particulars sent on request. 
G. H. Scurogper, Business Manager 


COLONIAL HALL— 
One of the 14 Units in “Cottage Plan” 


MN 
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The BRETT SCHOOL 


DINGMANS FERRY, PENNSYLVANIA 
In the Foothills of the Poconos 


Intensive, highly individualized personal training for a 
small group of girls over five years of age. Carefully 
chosen staff. Special modern teaching techniques and pro- 
gram of therapeutic education. Varied handicrafts, cook- 
ing, nature study and field trips. Outdoor games, picnics 
and other activities. Comfortable, homelike atmosphere. 
Close cooperation with family physician. 70 miles from 
N.Y.C. 


Telephone Dingmans Ferry 8138 References 


Directors: Frances M. King, formerly Director of the Seguin School 
Catherine Allen Brett, M.A. 


For children of average or superior intelligence, 
with emotional and behavior problems: 


THE SOUTHARD SCHOOL 
of 
The Menninger Foundation 
Intensive individual psychotherapy in a residential school 


Outpatient psychiatric and neurologic evaluation and treat- 
ment for children up to 18 years of age is also available. 


J. Cotter Hirschberg, M.D., Director Topeka, Kansas, Telephone 3-6494 


WESTBROOK SANATORIUM 


eA private psychiatric hospital em- Staff PAUL V. ANDERSON, M.D. 
ploying modern diagnostic and treat- REX BLANKINSHIP, M.D. 
ment procedures—clectro shock, in- Medical Director 
sulin, psychotherapy, occupational and ee 
recreational therapy—for nervous and ‘THOMAS F. COATES, MD. 
mental disord Associate 

R. H. CRYTZER, Administrator 


P. O. Box 1514 RICHMOND, VIRGINIA Phone 5-3245 
Brochure of Views of our 125-Acre Estate 
Sent on Request 
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FAIR 
OAKS 


INCORPORATED 


Summit, New Jersey 


SUMMIT 6-0143 


TT, M.D., Medical Director Located 20 miles from New 
OSCAR ROZE 4 7 York Maintaining Homelike, 


Private Surroundings with 
Spacious Grounds. 


MISS MARY R. CLASS, R.N., Director of Nurses 


MR. T. P. PROUT, JR., President The Institutional Atmosphere 
Is Eliminated, Yet All of 
the Hospital Facilities Are 


ELECTRIC SHOCK THERAPY OCCUPATIONAL Available for Treatment and 
ERAP Management of Problems in 


TH Y 
INSULIN THERAPY 
Neuropsychiatry. 
PSYCHOTHERAPY DIETETICS 


PHYSIO AND HYDRO BASAL METABOLISM 
THERAPY CLINICAL LABORATORY ESTABLISHED 1902 


HARWORTH HOSPITAL 


531 E. Grand Blvd., Detroit 7, Mich. Phone WA 37319 
A private hospital for the diagnosis and treatment of NERVOUS, EMO- 
TIONAL, ALCOHOLIC DISORDERS and DRUG HABITUATION. 


CHARLES G. KILLINS, M. D.—Medical Director 
FRED. SWARTZ, M.D. WERNER SCHMIDT, M.D. 


Separate buildings for nervous and emotional disorders. 


Registered with American Medical Association and American Hospital Association. 


THE HOMEWOOD SANITARIUM 


OF GUELPH, ONTARIO, LIMITED 
CANADA 


A private hospital situated 50 miles west of Toronto, fully equipped to pro- 
vide modern treatment for all types of psychiatric disorders, acute or chronic. 
Resident staff of experienced psychiatrists. Minimum rate (inclusive of 
medical attention) $70.00 per week. 


For further information apply to 
A. L. MacKINNON, M.B., MEDICAL SUPERINTENDENT 
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ATTENTION 


MEMBERSHIP LIST 


There are about 500 of the new 
(1953 Membership List) available. 


PRICE 
$1.00 Members only 
$2.00 Hospitals and Institutions 


Send to: 


THE AMERICAN PSYCHIATRIC 
ASSOCIATION 


1270 AVENUE OF THE AMERICAS 
New York 20, NEw York 


BALDPATE, INC. 


Georgetown, Mass. 
Geo. 2131—Boston Office Be.-2-3911 


Cre 


For the treatment of psychoneu- 
roses, personality disorders, psychoses, 


alcoholism and drug addiction. 


Psychotherapy is the basis of treat- 
ment; other methods such as shock 
therapy, malaria and fever box are 
used when indicated. 


Occupation under a trained ther- 
apist, diversions and outdoor activi- 
ties. 


G. M. Scutomer, M.D., Medical Director 


HIGHLAND HOSPITAL, INC. 


Founded in 1904 
Asheville, North Carolina 


Affiliated with Duke University 


A non-profit psychiatric institution, 
offering modern diagnostic and treat- 
ment procedures—insulin, electro- 
shock, psychotherapy, occupational 
and recreational therapy—for nerv- 
ous and mental disorders. 


The Hospital is located in a seventy- 
five acre park, amid the scenic beau- 
ties of the Smoky Mountain Range of 
Western North Carolina, affording 
exceptional opportunity for physical 
and nervous rehabilitation. 


The OUT-PATIENT CLINIC offers 
diagnostic services and therapeutic 
treatment for selected cases desiring 
non-resident care. 


R. CHARMAN CARROLL, M.D. 
Diplomate in Psychiatry 
Medical Director 


ROBT. L. CRAIG, M.D. 
Diplomate in Neurology and 


Psychiatry 
Associate Medical Director 
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Shore Health Resort 


on the shores of Lake Michigan 


North 


WINNETKA, ILLINOIS 


NERVOUS and MENTAL DISORDERS 
ALCOHOLISM and DRUG ADDICTION 


Modern Methods of Treatment 


MODERATE RATES 


Established 1901 Fully Approved by the 
Licensed by State of Illinois American College of Surgeons 


SAMUEL LIEBMAN, M.S., M.D. 
Medical Director 


225 Sheridan Road Winnetka 6-0211 


An Institution for the study and treatment of Nervous and Mental Disorders 
Write for booklet 
EST. 1898 
RUTH D. SIHLER, Director JOHN H. NICHOLS, M.D., Medical Director 


WINDSOR HOSPITAL 

CHAGRIN FALLS, OHIO — Telephone: Chagrin Falls 7-7346 
Member American Hospital Ass’n and Central Neuropsychiatric Hospital Ass’n 
— Approved by The American College of Surgeons — 
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HIGH POINT 
HOSPITAL’ 


PORT CHESTER, NEW YORK 
POrt Chester 5-4420 


Emphasis is on analytically oriented psychotherapy, each patient receiving a minimum 
of three therapeutic hours per week. Physiologic forms of treatment are available; 
therapy administered by attending psychoanalysts, and residents in advanced training 
under the immediate supervision of the director; staff of medical and surgical con- 
sultants; near New York City. 


ALEXANDER GRALNICK, M.D., F.A.P.A., Director 


WILLIAM V. SILVERBERG, M.D., F.A.P.A. STEPHEN P. JEWETT, M.D. 
Chief Consultant in Psychotherapy Chief Consultant in Clinical Psychiatry 
RUTH FOX, M.D. L. CLOVIS HIRNING, M.D. 
Associate Consultant Associate Consultant 
Attending Psychotherapists: 
I. WM. BRILL, M.D. DANIEL GOLDSTEIN, M.D., F.A.P.A. 
LEONARD FRANK, M.D. STEPHEN KEMPSTER, M.D. 
SYLVIA GENNIS, M.D. SIMON NAGLER, M.D. 
LEONARD GOLD, M.D., F.A.P.A. MERVYN SCHACHT, M.D. 
HELEN E. MONROE L. STYRT SCHACHT, M.A. MARY GANGEMI, R.N., Litt.M. 
Hospital Administrator Psychologist Directress of Nurses 


COMPTON SANITARIUM 


820 West Compton Boulevard 
Compton, California 
NEvada 6-1185 


HIGH STANDARDS OF PSYCHIATRIC TREATMENT 
Approved by the AMERICAN COLLEGE OF SURGEONS 


LAS CAMPANAS HOSPITAL UNDER SAME MEDICAL 
DIRECTION 


G. CRESWELL BURNS, M.D. 


PHILIP J. CUNNANE, M. D. Medical Director 


Director 
HELEN RISLOW BURNS, M.D. 


Assistant Medical Director 


Established in 1915 
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SOCIAL 


ADJUSTMENT 
OF THE 
EXCEPTIONAL CHILD 


Treatment directed towards 
the development of the social 
personality of the exceptional 
child to the limits of his ability is provided 
best in a world where social stimuli are care- 
fully contend and the adaptational features of 
social are carefully modified. 


Such a world is The Woods Schools. Since 1913. 


Founded by Myrtle E. Wampler, M. A. 
Mollie Woods Hare Frances Wil 


Edward L. Johnstone, Ruth M. Scrang, Ph. D., Artending Consultant in 
President 


THE WOODS SCHOOLS 
Langhorne, Pennsylvania 
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: Leslie R. Angus, M.D., Director of Psychiatric Services if 
4 and the Child Research Clinic ae 
William L. Noe, Jr., M.D., Director of Medical Services a 
Eugene B. Spitz, M.D., Neuro-Surgery Consultant 
Ralph B. Ziegler, Jr. M. A. 
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ACHIEVEMENT 


in Vocational Growth 
through Therapeutic Guidance 


EVEREUX SCHOOLS regard the voca- 

tional adjustment of the exceptional 
child as one of the objectives of its therapy 
program. Special vocational units are main- 
tained in which the older students can be 
trained to assume a definite position in their 
community. Careful attention is paid to the 
individual capabilities and preferences of the 
student. Emphasis is placed on the achieve 
ment of a level of responzibility equal to the 
demands of the society of which he is a part. 


When, in your practice, you encounter a 
school-aged patient whose normal intellectual 
capacity is limited by emotional disturbances, 
you are invited to let us evaluate the potential 
outcome of Devereux’ specialized education 
with therapy. Our experienced staff will thor- 
oughly review each case history and offer a 


SANTA BARBARA, CALIFORNIA « DEVON, PENNSYLVANIA 


HELENA T. Devereux, Director 
J. Scott, M.D., Executive Director 


cuNCcAL | 
Sesegh J. Peters, M.D. 
Calvin F. Settings, 1.0. 
A. Stephen Terzian, M.D. 
Milter Brutten, Ph.D. 
John R. Kielser, A.M. 
Jack Shelley, M.Ed, 
PROFESSIONAL STAFF, 
THE DEVEREUX 
; RANCH SCHOOL, 
CALIFORNIA 
Richard 4. Lambert, 4.9. 
A. McGuire, M.D. 
| 
Consulting Neurolegtet 
detailed report. 
of thy Please address your inquiries te: 
Thomas W, Ph.D. 
EVEREUX 


